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PAT  IRELAND  NIXON: 

Historian  of  Texas  Medicine 

With  the  death  ot  Pat  Ireland  Nixon  of  San 
Antonio  on  Nov.  18,  1965,  the  state  of  Texas  lost 
one  of  its  most  talented  and  distinguished  medical 
writers.  Dr.  Nixon’s  books  and  articles  encompass 
a wide  variety  of  subjects.  His  particular  sphere  of 
interest,  however,  was  the  medical  history  of  Texas. 
His  numerous  and  enduring  contributions  in  this 
field  were  prepared  with  scholarly  devotion  and  with 
painstaking  attention  to  detail.  He  has  been  recog- 
nized widely  and  acclaimed  j ustly  as  the  outstanding 
historian  of  Texas  medicine.  This  is  in  no  sense  an 
obituary  (see  page  106)  ; it  is  merely  a grateful 
acknowledgment  and  an  enumeration  of  the  notable 
contributions  of  Pat  Ireland  Nixon  during  his  life- 
long efforts  to  record  faithfully  the  medical  history 
of  Texas. 

Dr.  Nixon  was  the  sole  author  of  three  books  de- 
voted to  Texas  medicine,^'^  and  was  co-author  of  a 
fourth.^^  His  first  book,  A Century  of  Medicine  in 
San  Antonio,^  was  published  privately  by  the  author 
in  1936.  In  the  preface  he  commented  that  “sincere 
appreciation  is  extended  to  a few  generous  but  mod- 
est friends  of  the  medical  profession  of  Bexar  Coun- 
ty for  defraying  the  cost  of  publishing  this  volume. 
The  Bexar  County  Medical  Society  has  a fine  home 
and  library.  Any  monetary  reward  that  may  come 
from  the  sale  of  this  book  will  go  to  this  library. 
It  is  the  desire  of  our  generous  friends  that  the  pro- 
ceeds from  the  sale  of  the  book  go  into  a fund  to  be 
known  as  the  Century  of  Medicine  Library  Fund 
and  that  only  the  interest  be  spent  for  purposes 
designated  by  the  Board  of  Directors  of  the  Bexar 
County  Medical  Library  Association.” 

Ten  years  later,  in  1946,  Dr.  Nixon  published  his 
second  book.  The  Medical  Story  of  Early  Texas.- 
Funds  for  publication  were  provided  by  John  and 
Jamie  Bennett  of  San  Antonio,  in  memory  of  their 
daughter,  Mollie  Bennett  Lupe.  Proceeds  from  the 
sale  of  the  book  reverted  to  the  Mollie  Bennett  Lupe 
Memorial  Fund.  Once  more,  provision  was  made 
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that  income  from  the  fund  could  be  utilized 
for  improvement  of  the  Bexar  County  Medi- 
cal Library. 

In  1949  a committee  was  created  within 
the  Texas  Medical  Association  for  the  pur- 
pose of  writing  a history  of  the  Association. 
Members  of  the  committee  included  Dr.  L.  H. 
Reeves,  Dr.  W.  B.  Russ,  and  Dr.  Nixon.  Re- 
sponsibility for  authorship  was  delegated  to 
Dr.  Nixon.  The  resultant  volume,  A History 
of  the  Texas  Medical  Association,  1853-1953,^ 
was  published  by  the  University  of  Texas 
Press  in  1953,  the  100th  anniversary  year  of 
the  Association.  This  book,  the  third  major 
historical  treatise  by  Dr.  Nixon,  was  pub- 
lished in  the  70th  year  of  his  life.  In  the 
preface  to  this  volume  he  remarked  that  “the 
history  of  the  Texas  Medical  Association  can- 
not be  separated  from  the  history  of  the 
State  of  Texas.  The  one  is  part  of  the  cul- 
tural development  of  the  other.” 

A rich  vein  of  subtle  wit  is  woven  into  Dr. 
Nixon’s  writings.  He  was  given  to  remind 
medical  speakers  that  “a  little  humor  doesn’t 
hurt.”  In  his  preface  to  The  Medical  Story 
of  Early  Texas  he  stated  that  “no  defense 
should  be  necessary  for  recording  the  medi- 
cal history  of  Texas,  despite  the  fact  that 
there  may  be  those  who  would  dismiss  the 
subject  by  remarking  flippantly  that  there 
are  better  ways  of  honoring  the  dead  than 
by  boring  the  living.” 

Although  Dr.  Nixon  was  best  known  for 
his  books,  he  was  also  the  author  of  several 
short  articles  of  special  historical  interest.^'^'’ 
The  late  J.  Frank  Dobie  has  characterized 
Dr.  Nixon’s  writing  as  being  typically 
anecdotal  in  its  style.  Nowhere  is  this  so 
well  exemplified  as  in  his  biographical  sketch 
entitled  “A  Pioneer  Texas  Emasculator.  A 
Chapter  from  the  Life  of  Gideon  Lincecum.”® 
His  presidential  address  to  the  Texas  Surgi- 
cal Society,  delivered  in  1956,  dealt  with  one 
of  his  favorite  subjects,  and  was  entitled  “Sur- 
gery: A Cultural  Factor  in  Early  Texas.”® 
This  article,  which  was  published  in  the 
Texas  State  Journal  of  Medicine,  received 
the  Clement  E.  Trout  Award  of  Excellence 
given  by  the  International  Council  of  Indus- 
trial Editors  for  the  year  1957. 

It  was  largely  through  the  efforts  of  Dr. 
Nixon  that  the  Bexar  County  Medical  Li- 
brary has  been  able  to  accumulate  a remark- 
able collection  of  rare  medical  books. Dr. 
Nixon’s  important  personal  collection  of 
Texana  was  presented  by  him  to  Trinity 
University  in  San  Antonio,  and  was  dedi- 
cated in  June,  1964,  as  the  Pat  Ireland  Nixon 


Collection. It  is  housed  in  the  Chapman 
Graduate  Center  of  the  University. 

In  1965,  the  82nd  and  last  year  of  his  life. 
Dr.  Nixon  disdained  his  infirmities  to  attend 
and  to  participate  in  the  50th  anniversary 
meeting  of  the  Texas  Surgical  Society  in 
Dallas.  He  was  a co-author  of  the  history 
of  this  Society,^®  which  was  published  just 
six  weeks  prior  to  his  death. 

The  historical  writings  of  Pat  Ireland 
Nixon  were  a labor  of  love,  the  fruit  of  end- 
less biographical  research,  a series  of  studies 
always  leading  in  new  directions  and  thus 
never  quite  finished.  He  concluded  his  presi- 
dential address  to  the  Texas  Surgical  So- 
ciety with  the  following  quotation  from  the 
Talmud : 

“The  day  is  short,  and  the  work  is  great, — 
the  reward  is  also  great  and  the  master  presses. 

It  is  not  incumbent  upon  thee  to  finish  the  work, 
but  thou  must  not  therefore  cease  from  it.” 

— Robert  S.  Sparkman,  M.D.,  Dallas. 
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Alcohol  on  the  Highway 

At  least  60  percent  of  our  fatal  and  seri- 
ous automobile  crashes  are  related  to  alcohol. 
Impeccable  figures  from  many  parts  of  the 
nation  confirm  this.  Official  figures  from  the 
National  Safety  Council  consider  “had  been 
drinking”  as  a contributing  circumstance  in 
about  13  percent  of  fatal  accidents.  These 
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figures  are  based  upon  court  decisions,  no  in- 
dication of  truth. 

For  the  last  two  years,  the  National  Safety 
Council’s  annual  “Accident  Facts”  has  refer- 
red to  carefully  conducted  studies  in  Califor- 
nia which  show  that  62  percent  of  the  drivers 
responsible  for  accidents  had  been  drinking, 
and  that  53  percent  were  under  the  influence 
of  alcohol,  whereas  only  20  percent  and  13 
percent  of  drivers  not  responsible  for  acci- 
dents had  been  drinking  or  were  under  the 
influence  of  alcohol.  For  1964,  the  statistics 
show  that  among  drivers  responsible  for  the 
accidents,  two-thirds  had  been  drinking,  and 
in  the  one-car  accidents  in  this  group,  seven 
out  of  ten  drivers  had  been  drinking. 

This  situation  has  prevailed  for  30  years, 
but  we  finally  have  been  willing  to  state  the 
truth,  if  not  to  face  it. 

As  far  back  as  1926,  12  years  before  the 
United  States  established  the  ridiculous  fig- 
ure of  0.15  percent  blood  alcohol  as  the  level 
of  “under  the  influence,”  Norwegians  passed 
a law,  and  have  enforced  it,  which  states  that 
when  there  is  in  excess  of  0,05  percent  (by 
weight)  of  alcohol  in  the  driver’s  blood  it 
shall  be  presumed  that  he  was  under  the  in- 
fluence of  intoxicating  liquor  (not  sober). 

In  November,  1960,  the  House  of  Delegates 
of  the  American  Medical  Association  passed 
a resolution  calling  for  blood  alcohol  of  0.10 
percent  to  be  accepted  as  prima  facie  evi- 
dence of  alcoholic  intoxication,  recognizing 
that  many  individuals  are  under  the  influ- 
ence in  the  0.05  percent  range. 

Three  states.  North  Dakota,  North  Caro- 
lina, and  Vermont  now  require  the  0.10  level, 
and  New  York,  while  maintaining  the  .15 
level,  calls  for  the  0.10  level  for  the  lesser  of- 
fense of  “driving  while  impaired.” 

Studies  by  Chastain  at  Austin  in  1961  led 
to  the  conclusion,  “that  all  individuals  are 
impaired  to  such  an  extent  that  they  cannot 
safely  operate  a motor  vehicle  when  the  blood 
alcohol  concentration  reaches  0.10  percent 
and  above.”  Forney,  at  Indianapolis,  in  study- 
ing 25  sports  car  drivers  with  blood  alcohol 
levels  at  0.05  percent,  found  five  of  the  group 
who  were  grossly  impaired  as  drivers  at  this 
level. 

If  the  purpose  of  setting  legal  blood  alco- 
hol levels  is  to  prevent  tragedies  on  the  high- 
ways, it  seems  that  the  level  should  be  that 
at  which  drivers  are  not  impaired. 

The  British  Medical  Association  considers 
that  a concentration  of  50  mg.  of  alcohol  in 
100  ml.  of  blood  while  driving  a motor  vehicle 
is  the  highest  that  can  be  accepted  as  entire- 


ly consistent  with  the  safety  of  other  road 
users.  In  Sweden,  should  the  client  be  re- 
sponsible for  an  accident,  the  tavern  opera- 
tor, by  law,  is  equally  responsible  with  his 
client. 

We  will  not  solve  our  traffic  death  and  in- 
jury problem  until  we  are  willing  to  solve 
our  drinking  driver  problem.  This  will  re- 
quire a degree  of  enforcement  by  both  the 
police  and  the  courts,  and  particularly  the 
courts,  which  we  have  never  seen. 

— Horace  E.  Campbell,  M.D.,  Denver, 
Chairman,  Automotive  Safety  Com- 
mittee, Colorado  Medical  Society. 

COMMENTS 

The  Committee  on  Transportation  Safety  of  the 
Texas  Medical  Association  has  similar  goals.  The 
1961  report  of  the  Committee,  approved  by  the 
House  of  Delegates,  is  quoted  as  follows: 

The  Committee  recommends  that  the  House  of  Del- 
egates support  the  following  legislation : 

1.  An  implied  consent  law.  By  this  is  meant  that 
anybody  who  operates  a motor  vehicle  in  Texas  im- 
pliedly consents  to  undergo  such  measures  as  law 
officers  request  to  determine  whether  he  is  under  the 
influence  of  alcohol  or  other  substances  which  may 
impair  his  ability  to  drive  safely.  A law  of  this  kind 
would  prevent  the  person  under  investigation  from 
invoking  the  principle  that  no  one  can  be  forced  to 
give  testimony  against  himself. 

2.  Acceptance  of  blood  alcohol  level  of  0.10  percent 
as  prima  facie  evidence  of  alcohol  intoxication. 

— Otto  Lippmann,  M.D.,  Austin,  Chairman, 
TMA  Committee  on  Transportation  Safety. 


Billboards  Fight  Disease 

T HIS  MONTH  the  Texas  Medical  Associa- 
tion  is  launching  an  unusual  continuing  bill- 
board campaign  urging  Texas  residents  to 
protect  themselves  against  the  ravages  of 
disease. 

The  campaign  is  the  result  of  cooperative 
effort  between  the  medical  profession,  the 
outdoor  advertising  industry,  voluntary 
health  agencies,  and  pharmaceutical  manu- 
facturers. 

Forty-two  outdoor  advertising  companies 
throughout  the  state  have  donated  more  than 
350  billboards  for  this  public  service  cam- 
paign. A total  of  167  posters  will  be  placed 
in  12  of  Texas’  13  cities  that  have  a popula- 
tion of  100,000  or  more. 

During  January,  Texans  will  be  seeing  the 
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message,  “The  first  thing  to  save  for  your 
old  age  is  you.  Know  cancer’s  danger  signals. 
Have  a check-up  annually.”  The  cost  of  print- 
ing these  posters  is  being  underwritten  by 
the  Texas  Division,  American  Cancer  Society. 

Such  an  ambitious  program  would  be  finan- 
cially impossible  if  the  space  had  to  be  pur- 
chased at  commercial  rates  and  the  Texas 
Medical  Association  had  to  bear  the  expense 
of  printing  each  message.  The  exact  worth 
of  the  space  being  donated  is  estimated  to 
be  more  than  $250,000  a month. 

New  messages  will  be  posted  on  a regular 
basis  and  will  cover  such  health  sub- 
jects as  measles,  tetanus,  diabetes,  phenylke- 
tonuria, polio,  tuberculosis,  heart  disease,  eye 
disease,  cerebral  palsy,  and  mental  illness. 
Participating  sponsors  will  include  Merck 


Sharp  & Dohme,  Inc.,  Lederle  Laboratories, 
Ames  Company,  Inc.,  Eli  Lilly  & Company, 
The  Upjohn  Company,  Texas  Heart  Associa- 
tion, Texas  Tuberculosis  Association,  Texas 
Ophthalmological  Association,  United  Cere- 
bral Palsy  Association  of  Texas,  Inc.,  and 
Smith  Kline  & French  Laboratories. 

To  achieve  maximum  coverage,  TMA  will 
also  provide  publicity  materials  on  each  sub- 
ject to  newspapers,  radio,  and  television. 

The  medical  profession  owes  a sincere  debt 
of  gratitude  to  the  outdoor  advertising  indus- 
try and  the  previously  mentioned  sponsors 
for  their  cooperation  in  making  this  truly 
significant  public  service  program  a reality. 

— Jon  R.  Hornaday,  Austin, 
Director  of  Public  Relations,  TMA. 


X-ray  Film  Cost  May  Rise  as  World  Supplies  Dwindle 

X-ray  film,  which  requires  silver  halide,  may  become  more  ex- 
pensive in  future  years,  and  may  even  be  rationed  in  some  instances. 
Price  increase  and  rationing  could  come  about  because  the  world  sup- 
plies of  silver  are  being  used  faster  than  new  silver  is  being  produced. 

As  reported  in  the  Journal  of  the  American  Medical  Association, 
1964  free- world  consumption  of  silver  was  about  550  million  troy 
ounces.  New  production  was  about  215  million  troy  ounces.  Most  of 
the  difference  came  from  American  silver  stocks.  Even  if  the  United 
States  had  produced  no  silver  coins  in  1964,  free-world  consumption 
would  have  exceeded  silver  production  by  133  million  troy  ounces. 

There  are  substitutes  for  conventional  x-ray  procedures,  but  they 
all  demand  greater  radiation  exposure  of  the  patient  or  give  poor 
image  resolution  or  both. 

The  U.  S.  has  been  a land  of  plenty  for  so  many  years  that  it 
may  be  difficult  to  reestablish  an  ethic  of  conservation.  However,  if  a 
satisfactory  silver  substitute  is  not  found,  conservation  may  become 
increasingly  important  in  future  years. 
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Uncertainty,  Responsibility 
Face  Physicians  in  1966 

Seldom  have  we  entered  a new  year  with  as  much  uncertainty 
as  in  1966.  The  coming  year  will  bring  vast  changes  to  our  per- 
sonal lives  and  our  medical  practices.  To  a certain  degree, 
the  extent  of  change  will  depend  on  how  we  approach  the  prob- 
lems engendered  by  Medicare  and  other  social  legislation  in  the 
medical  field. 

At  this  time  we  should  resolve  to  redouble  our  efforts  in 
containing  the  Medicare  act.  We  must  dedicate  ourselves  to  the 
long,  hard  fight  that  lies  ahead.  The  socializers  and  welfare 
statists  will  not  be  content  with  the  act  as  it  is  now  written. 
They  will  attempt  to  liberalize  the  provisions  of  the  law  to 
include  an  increasing  segment  of  our  population.  Their  goal  is 
total  socialization  and  control  of  all  health  services  in  the 
United  States. 

As  an  association  and  as  individual  doctors  our  New  Year's 
resolutions  must  take  into  consideration  the  need  for  as  much 
aggressive  vigilance  on  the  political  scene  this  year  as  in  the 
past  year. 

We  must  resolve  not  to  let  our  guard  down.  Now  that  our 
opponents  have  won  their  battle,  we  must  not  be  lulled  into  a 
false  sense  of  security  by  anticipating  a truce.  They  are  after 
bigger  stakes  than  just  Medicare  as  it  now  exists. 

Our  greatest  danger  will  not  come  from  agitators,  social 
planners,  or  welfare  statists,  but  from  lethargy,  unconcern, 
and  defeatism  among  our  own  members. 

Now,  as  never  before,  it  is  important  that  each  member  re- 
solve to  act  responsibly  as  a citizen  and  as  a doctor.  Each  of 
us  must  recognize  that  the  status  quo  will  not  remain  in  the 
social,  political,  or  economic  sphere  anymore  than  it  will  in 
the  scientific  sphere.  Change  is  a fact  of  life.  We  must  re- 
main acutely  aware  of  the  pulse  of  community  life  around  us. 
We  must  anticipate  change  and  be  ready  to  help  mold  the  change 
to  benefit  future  generations. 

Such  should  be  our  New  Year's  resolutions. 


t cJ  ' U f 

President 
Texas  Medical  Association 
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Flagyl  eliminates  the  difficulties  and  frus- 
trations that  have  long  attended  the  treat- 
ment of  trichomonal  infection. 

These  difficulties  arose  mainly  from: 

1)  the  failure  of  any  'previously  known 
agent  to  destroy  the  protozoan  in  para- 
vaginal crypts  and  glands; 

2)  the  failure  of  any  previously  known 
agent  to  prevent  reinfection  by  eradicat- 
ing the  disease  in  male  consorts. 

The  introduction  of  Flagyl  removed  both 
of  these  long-standing  deficiencies.  Hun- 
dreds of  published  investigations  in  thou- 
sands of  patients  have  confirmed  the  ability 
of  Flagyl  to  cure  trichomoniasis. 

Correctly  used,  with  due  attention  to  re- 
peat courses  of  treatment  for  resistant, 
deep-seated  invasion  and  to  the  presump- 
tion of  reinfection  from  male  consorts, 
Flagyl  has  repeatedly  produced  a cure  rate 
of  up  to  100  per  cent  in  large  series  of 
patients. 

Nothing  cures  trichomoniasis  hke  Flagyl. 

Dosage  and  Administration 

In  women:  one  250-mg.  oral  tablet  t.i.d.  for 
ten  days.  A vaginal  insert  of  500  mg.  is  avail- 
able for  local  therapy  when  desired.  When  the 
inserts  are  used  one  vaginal  insert  should  be 
placed  high  in  the  vaginal  vault  each  day  for 
ten  days,  and  concurrently  two  oral  tablets 
should  be  taken  daily. 

In  men:  in  whom  trichomonads  have  been 
demonstrated,  one  250-mg.  oral  tablet  b.i.d. 
for  ten  days. 

Contraindications 

Pregnancy;  disease  of  the  central  nervous  sys- 
tem; evidence  or  history  of  blood  dyscrasia. 

Precautions  and  Side  Effects 

Complete  blood  ceU  counts  should  be  made 
before  and  after  therapy,  especially  if  a sec- 
ond course  is  necessary. 

Infrequent  and  minor  side  effects  include: 
nausea,  unpleasant  taste,  furry  tongue,  head- 
ache, darkened  urine,  diarrhea,  dizziness,  dry- 
ness of  mouth  or  vagina,  skin  rash,  dysuria, 
depression,  insomnia,  edema.  Elimination  of 
trichomonads  may  aggravate  moniliasis. 

Dosage  Forms 

Oral— 250-mg.  tablets/Vaginal—500-mg.inserts 
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Research  in  the  Service  of  Medicine 


Hereditary  Dysostosis 


f 1 MARIE  AND  SAINTON'  in  1898 

REVIEW  ARTICLES  described  a pathological  hereditary 
condition  characterized  by  clavicu- 
lar aplasia  and  increased  transverse 
diameter  of  the  cranium,  associated  with  de- 
layed ossification  of  sutures  and  fontanels. 

This  condition  was  defined  as  hereditary 
cleidocranial  dysostosis.  However,  since  cla- 
vicular aplasia  has  been  described  in  patients 
with  normal  skulls-’  ^ and,  vice  versa,  cranial 
dysostosis  has  occurred  in  patients  with  nor- 
mal clavicles,^"'  the  foregoing  definition  seems 
unsatisfactory.  The  abnormalities  are  seldom 
limited  to  the  cranial  sutures  and  clavicles,® 
and  frequently  there  is  no  evidence  that  the 
condition  is  hereditary.  Therefore,  other  defi- 
nitions have  been  suggested  from  time  to 
time,  according  to  the  combination  of  bones 
involved:  cleidocranial  pelvic  dysostosis,® 
cleidocranial  facial  dysostosis,^®  cleidocranial 
digital  dysostosis, dysostosis  syndrome,® 
dysostosis  generalisata,^®  and  mutational  dy- 
sostosis.'^ 

Several  reviews  of  this  subject  are  avail- 
able in  the  world  literature.®’  Almost  600 
cases  have  been  assembled  in  published  arti- 
cles, but  the  instances  in  which  the  process 
involved  skull  and  extremities  but  spared  the 
clavicles  have  been  exceptional.®®  For  this 
reason  I am  reporting  additional  cases  of 
dysostosis  with  involvement  of  skull,  extrem- 
ities, and  spine,  but  with  normal  clavicles.  I 
propose,  because  of  the  protean  manifesta- 
tion of  this  syndrome  and  to  discourage  a 
proliferation  of  names,  the  term  hereditary 
dysostosis  rather  than  cranial  dysostosis. 

Case  Reports 

Case  1. — A single  man  age  25  was  admitted  to  the 
Veterans  Administration  Hospital,  Houston,  on  July 
19,  1952,  because  of  an  acute  psychotic  condition 


with  hallucinations  and  ideas  of  reference  and  perse- 
cution. 

Several  members  of  his  family,  on  the  father’s 
side,  had  abnormally  shaped  heads  and  wasted  distal 
phalanges. 

Physical  Examination:  Height  5 ft.  6 in.,  weight 
160  lb.,  pulse  72,  blood  pressure  120/80  mm.  of  mer- 
cury. The  heart,  lungs  and  abdomen  were  normal. 
The  head  was  brachycephalic  with  a circumference 
of  23  inches.  The  face  was  oldish  looking  and  the 
eyes  were  deeply  sunken  in  the  orbits.  The  nose 
was  flat,  the  mandible  was  prognathic,  and  the 
teeth  were  defective  and  carious.  The  hands  were 
spade-like  with  short  distal  phalanges  and  curved 
nails.  The  arm  span  was  63  inches.  The  length  of 
the  lower  extremities  from  anterior  iliac  crests  to 
internal  malleoli  was  33%  inches.  All  the  joints 
were  hyperflexible.  The  neurological  examination 
showed  no  abnormalities. 

Laboratory  Data:  Urinalysis,  blood  chemical  con- 
stituents, basal  metabolic  rate,  electrocardiogram, 
gastric  analysis,  and  glucose  tolerance  test  results 
were  within  normal  limits.  Skin  temperature  tests 
were  normal  in  all  extremities. 

Radiological  Data:  Skull  films  showed  diastasis 
of  cranial  sutures  with  presence  of  wormian  bones, 
underdeveloped  frontal  sinuses,  and  persistent  met- 
opic  suture  (Figs.  1-3).  The  clavicles  and  chest 
were  normal  (Figs.  4,  5).  There  was  straightening 
of  the  cervical  spine  (Fig.  6)  and  a compression 
fracture  of  the  first  lumbar  vertebral  body  (Fig.  7). 
The  hands  showed  absorption  of  tufts  and  portions 
of  distal  phalanges  (Fig.  8). 

Hospital  Course:  The  patient  was  treated  for 
paranoid  schizophrenia  with  subsequent  remission  of 
the  psychiatric  symptoms.  Additional  coincidental 
diagnosis  of  dysostosis  craniodigitalis  was  made. 

Case  2. — The  sister  of  the  patient  in  case  1 was 
39  years  old,  and  had  a history  of  flaccidity  in  all 
joints  and  progressive  wasting  of  the  distal  pha- 
langes of  both  hands  and  feet. 

While  in  military  service,  she  was  studied  for 
these  symptoms,  and  a diagnosis  of  cleidocranial 
dysostosis  was  then  made.  Roentgenograms  of  her 
skull,  clavicles,  hands,  feet,  chest,  spine,  and  pelvis 
revealed  the  same  abnormalities  as  in  case  1 (Figs. 
9-12).  As  in  case  1,  there  were  no  abnormalities  of 
the  clavicles. 

Case  3. — The  father  of  the  first  two  patients  was 
85.  No  medical  history  could  be  obtained  other  than 
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Clinical,  pathological,  and  radiological  data 
on  dysostosis  are  reviewed,  and  three  famil- 
ial cases  are  presented.  In  these  patients, 
the  cranium  and  extremities  were  affected, 
but  the  clavicles  were  normal. 


that  the  shape  of  his  head  was  similar  to  that  of 
his  two  children,  and  that  his  distal  phalanges  had 
been  wasted  since  youth. 

Roentgenograms  of  the  hands  (Fig.  13)  show  the 
same  abnonnalities  as  those  of  his  two  children. 

Discussion 

The  association  of  congenital  anomalies  of 
the  skull  with  other  bony  anomalies  such  as 
those  of  the  maxilla,  mandible,  spine,  pelvis, 
and  extremities  is  not  uncommon.  In  most 
instances,  but  not  all,  a familial  history  is 
present.  When  the  anomalies  are  confined  to 
the  cranial  sutures,  the  terms  craniostenosis 
and  cranial  dysostosis  are  applied.*  When 
the  process  involves  the  extremities,  we  speak 
of  dysostosis  craniodigitalis,  acrocephalosyn- 
dactylia^®  cephalodactylia,^®  and  acrofacial 
dysostosis.  The  anomaly  of  the  hands  and 
feet  may  be  one  of  syndactylia,  polydactylia, 
arachnodactylia,  or  brachydactylia.  A differ- 
ential diagnosis  from  other  skeletal  malfor- 
mations as  seen  in  Hurler’s  syndrome,  achon- 
droplasia, and  osteopsathyrosis  osteopetrosis 
should  be  always  considered. 

The  generally  accepted  hypothesis  regard- 
ing the  etiology  of  all  these  syndromes  is  one 
of  inheritance,  although  sporadic  cases  have 
been  reported.  Cleidocranial  dysostosis  af- 
fecting twins  was  reported  by  Liebenam^^ 
but  was  not  observed  by  De  Toni.-® 

Other  theories  such  as  those  involving  in- 
trauterine infection,  hereditary  lues,  fetal 
rickets,  or  fetal  or  maternal  endocrine  dys- 
functions are  mainly  of  historical  interest. 

Clinical  Data 

Dysostosis  craniodigitalis  is  a hereditary 

*Craniofacial  dysostosis  may  involve  the  maxillae 
(Crouzon’s  syndrome) ^ or  the  mandible  (Frances- 
chetti’s  syndrome)  .23,  24 
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condition,  but  sporadic  cases  may  occur.®' 

16, 20, 29  Soule  reviewed  323  cases  of  cleido- 
cranial dysostosis  and  found  a negative  fam- 
ily history  in  125  cases. 

In  a few  instances  as  many  as  six  genera- 
tions have  been  affected  by  the  same  syn- 
drome,‘‘  but  since  there  is  a high  mortality 
rate  among  children  of  dysostotic  patients,®*^ 
this  syndrome  usually  will  extinguish  itself  in 
fewer  generations.  Some  evidence  of  infertil- 
ity was  also  noted  in  our  first  two  cases,  for 
both  were  married  and  had  no  children.  Men 
and  women  are  involved  to  almost  an  equal  de- 
gree.'^’^®  Children  are  more  commonly  affected, 
but  adults  and  infants  are  not  spared.^ 
However,  the  cranial  dysostosis  can  only  be 
diagnosed  after  the  patient  is  of  the  age  for 
ossification  of  the  sutures  and  fontanels.®® 
In  this  family  four  affected  members  are  men 
and  three  are  women  (Fig.  14).  Scott  and 
Banks®'^  reported  one  case  involving  a Negro 
child. 

The  general  appearance  of  these  patients 
is  striking.  Although  cases  have  been  de- 
scribed in  tall,  slender  patients,®  most  of 
them  are  short  and  underweight.  The  head 
is  brachycephalic  and  large,  and  the  cranial 
fontanels  and  sutures  are  not  ossified.  The 
bones  of  the  face  may  be  underdeveloped,®' 
the  nose  flat,  the  eyes  sunken  in  the  orbits, 
and  the  mandible  prognathous.  The  teeth 
may  be  defective  and  carious. The  abnor- 
mality of  the  clavicles  consists  of  partial  or 
total  unilateral  or  bilateral  hypoplasia,  more 
often  involving  the  middle  or  lateral  third. 
When  the  clavicular  abnormality  is  extreme, 
the  shoulders  are  drooping  and  can  toucli 
each  other  in  front  of  the  chest.  Some  of 
the  muscles  inserted  in  the  clavicles  may  be 
absent.®®  Often  these  patients  liave  abnor- 
malities of  the  spine  such  as  lordosis,  scolio- 
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sis,  spina  bifida,  or  cervical  ribs.^’  ^ ‘ The 
pelvis  may  be  small  and  anthropoid  with  de- 
layed ossification  of  the  pubic  bones.^®'^^  The 
extremities  are  relatively  short  and  may 
show  coxa  valga  or  vara  and  genu  valgum 
or  varum.^2  The  hands  may  have  a spade- 
like shape,  with  short  middle  and  distal  pha- 
langes.The  nails  may  be  curved 
and  brittle. 

If  any  symptomatology  is  present,  this  is 
related  to  the  osseous  abnormalities.  Cases 
have  been  described  with  brachial  neuritis, 
ataxia,  dystocia,  pathological  fractures,^®’ 
and  deafness.  Epilepsy,  psychosis,  and  feeble 
mindedness  are  more  often  seen  in  these  pa- 
tients than  in  the  normal  population.^®-^' 


Radiological  Data 

Radiological  findings  in  patients  with  dys- 
ostosis may  include  the  following: 

Skull:  Brachycephaly ; widening  of  the 
fontanels  and  sutures;  woiTnian  bones;  per- 
sistence of  metopic  suture;  platybasia;  en- 
largement of  the  foramen  magnum;  abnor- 
malities of  dentures  and  palate;  prognath- 
ism of  mandible  and  widening  of  the  dental 
sutures;  underdevelopment  of  paranasal  si- 
nuses, mastoids,  and  facial  bones. 

Clavicles : Total  or  partial  unilateral  or 
bilateral  aplasia,  more  commonly  involving 
the  lateral  and  medial  third. 

Shoulders:  Winging  of  scapulae;  hyper- 
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plasia  of  acromion;  hypoplasia  of  the  cora- 
coid process. 

Extremities : Shortening  of  long  bones 
with  osteosclerosis ; persistence  of  epiphyseal 
lines;  coxa  valga  or  vara  and  genu  valgum; 
shortening  of  metacarpals  and  metatarsals 
with  widening  of  distal  ends  and  narrow 
shafts;  shortening  of  middle  and  distal 
phalanges. 

Spine:  Kyphosis,  scoliosis,  lordosis,  spina 
bifida,  numeric  or  morphologic  vertebral 
anomalies,  cervical  ribs,  absence  of  coccyx. 

Thorax:  Abnormality  of  shape  with  in- 
creased anterior-posterior  diameter  and  hy- 
poplastic sternum. 

Pelvis : Underdevelopment  of  pubic  bones 
with  widening  of  the  symphysis  and  sacro- 
iliac joints,  and  small,  irregular  anthropoid 
shape. 

Pathological  Data 

There  are  few  autopsy  reports  available 
in  the  literature.  The  osseous  abnormalities 
described  are  similar  to  those  recorded  radio- 
logically.  There  are  no  significant  contribu- 
tions from  a microhistologic  point  of  view. 
Pathological  findings  have  been  described  in 
the  central  nervous  system,  but  probably 
they  are  mere  coincidences. 

In  the  case  of  Marie  and  Sainton,^  a large 
syrinx  was  present  in  the  spinal  cord. 

In  that  of  Leri  and  Tretiakoff,^®  the  menin- 
ges were  thick  and  adherent  to  the  cranial 
bones,  and  a large  hemorrhagic  cyst  was  in 
the  right  occipital  lobe,  but  did  not  communi- 
cate with  the  ventricles.  In  the  case  of  Stew- 
art,'*® the  meninges  were  thick  and  adherent 
to  the  cranial  bones,  and  cerebral  atrophy 
was  present. 

A meningitic  process  and  hemorrhagic 
cysts  in  the  brain  were  described  by  Infroit- 
Voisin-Lepinay.®® 

Therapy 

No  specific  therapy  is  available  other  than 
surgical  osteosynthesis  of  the  clavicular  ends 
when  indicated,  and  supportive  treatment  of 
symptoms.  Hormone  and  endocrine  therapy 
has  been  tried  in  infants,  with  no  influence 
on  the  ossification  processes. 

Summary 

In  three  cases  of  familial  dysostosis,  af- 
fecting a father  and  his  two  children,  the 


Fig.  12. 


dysostotic  process  was  most  evident  in  the 
cranium  and  extremities,  sparing  the  clav- 
icles. 

In  view  of  the  pleomorphic  character  of 
this  syndrome  and  of  the  already  confusing 
terminology,  I suggest  that  all  forms  of  dys- 
ostosis be  named  as  “dysostosis.”  When  sev- 
eral members  of  a kindred  are  affected,  then 
“hereditary  dysostosis”  should  be  used. 
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Fig.  13. 


^ male  affected 
© female  affected 

1,2,3  cases  discussed 
in  this  article 
* married,  no  children 


Fig.  U. 
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Lower  Extremity  Bracing 

Problems  and  Principles 


PROPER  FITTING  of  lower  ex- 
cLiNicAL  medicine  ti’emity  braces  requires  that  the 

■ physician  pay  close  attention  to 
many  details.  Simply  to  order  a 
long  leg  brace  is  not  enough.  The  order  is 
too  vague.  Failure  to  indicate  component 
parts  or  to  state  purposes  of  the  brace  is  to 
omit  vital  information  needed  by  the  ortho- 
tist.  The  physician  should  be  closely  ac- 
quainted with  this  professional ; an  occasional 
visit  in  his  shop  promotes  mutual  understand- 
ing, and  future  patients  requiring  braces  be- 
come the  benefactors.  The  orthotist  should 
feel  free  to  suggest  technical  improvements ; 
likewise,  the  physician  should  feel  free  to  re- 
quest needed  adjustments,  even  corrections 
of  workmanship. 


General  Considerations 

The  purpose  of  this  article  is  to  point  out 
a few  of  the  outstanding  problems  of  lower 
extremity  bracing  and  to  discuss  principles 
involved. 

Before  a brace  is  ordered,  thought  should 
be  given  to  certain  facts  paramount  in  good 
bracing.  Braces  seldom,  if  ever,  strengthen 
muscles.  True,  prevention  of  overstretching 
of  weak  muscles  is  helpful;  but  active  exer- 
cises are  necessary  for  actual  strengthening. 
A definite  program  of  muscle  reeducation 
and  strengthening  should  be  used  for  pa- 
tients in  whom  return  of  muscle  function 
may  be  expected. 

Surgery  occasionally  is  required  before 
braces  are  fitted.  Stabilization  of  flail  joints 
may  be  useful.  Achilles  tendon  lengthening, 
at  times  with  posterior  ankle  capsulotomy. 


is  necessary  for  severe  calf  muscle  contrac- 
ture with  its  resultant  plantar  flexion  of  the 
foot.  No  brace  can  possibly  correct  this  de- 
formity, nor  can  any  patient  walk  normally 
with  the  deformity.  Great  knee  or  hip  flexion 
also  makes  good  gait  impossible.  Detach- 
ment of  the  origins  of  hip  flexor  muscles  with 
their  subsequent  drop  to  a lower  level  on  the 
pelvis  will  do  much  toward  correction  of  hip 
flexion  contracture.  It  is  absolutely  neces- 
sary that  hip  extensor  muscles  be  strength- 
ened to  maintain  this  improved  posture.  Se- 
vere contracture  of  the  fascia  lata  femoris 
causes  postural  defects  of  hip  flexion,  hip  ab- 
duction, and  genu  valgum — the  latter  espe- 
cially in  growing  children.  Origin  of  the 
tensor  fascia  lata  muscle  should  be  released 
and  the  fascia  itself  severed.  All  these  opera- 
tions are  minor  when  compared  with  the 
severe  disabilities  resulting  from  their  neg- 
lect. Bracing  alone  cannot  correct  these  ma- 
jor postural  handicaps. 

Before  fitting  any  brace,  the  physician 
should  consider  the  purposes  of  the  brace 
and  what  component  parts  can  best  accom- 
plish these  purposes.  Estimation  should  be 
made  of  the  length  of  time  the  brace  will  be 
worn.  Growing  children  should  have  adjusta- 
ble braces,  allowing  lengthening,  if  they  are 
to  be  worn  for  an  extended  time.  Too  often, 
braces  are  fitted  with  no  thought  given  to 
their  eventual  disposition.  Yet,  disabilities 
often  improve  to  such  an  extent  that  the  pa- 
tient functions  better  without  the  support. 

Shoes 

Shoes  previously  worn  by  a patient  often 
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Muscle  strengthening,  and  occasionally  sur- 
gery, are  important  before  braces  are  fitted. 
Careful  consideration  must  be  given  to  cor- 
rect shoes,  their  modification  and  their  brace 
attachments.  The  purpose  of  each  brace 
should  be  carefully  considered. 


MYRON  D.  LECKLITNER 


are  inadequate  to  serve  as  a foundation  for 
his  new  brace.  Close  inspection  may  shoAV 
that  the  shoe  is  worn  or  stretched  so  that  it 
does  not  support  the  foot  in  normal  align- 
ment. When  foot  and  leg  muscles  are  weak, 
or  when  foot  deformities  are  present,  new 
shoes  are  even  more  necessary.  Adequate 
shoes  are  usually  of  the  oxford  type  (Fig.  1) . 


Fig.  2.  Types  of  shoe  attachments.  Left,  caliper  box  at- 
tachment. Right,  stirrup  attachment. 


High  shoes  are  used  in  bracing  small  chil- 
dren. In  adults,  shoes  should  have  reason- 
ably heavy  leather  soles  and  closely  fitting 
counters.  They  should  have  rubber  heels. 
Blucher  (winged)  style  make  application  of 
the  shoe  and  brace  easier  for  the  patient. 
This  is  especially  true  when  a posterior  stop 


is  required  for  foot  drop.  Severe  foot  deform- 
ity may  require  special  corrective,  or  even 
molded,  shoes. 

Brace  Attachment  to  Shoe 

Attachment  of  the  brace  to  the  shoe  some- 
times poses  a problem.  Before  determining 
the  method,  the  physician  must  consider  the 
degree  of  weakness  of  muscles  normally  sta- 
bilizing the  foot,  and  the  patient’s  occupa- 
tion. The  latter  relates  to  “work  shoes”  and 
“dress  shoes.”  Stirrup  attachment  is  more 
stable  than  any  caliper  type  of  attachment, 
but  shoe  changes  are  sometimes  difficult  or 
impossible.  The  keyhole  detachable  ankle 
joint  will,  however,  allow  shoe  changes  when 
stirrup  attachment  is  chosen.  Stirrups  should 
be  utilized  when  foot  stability  is  of  utmost 
importance.  Otherwise,  flat  bar  caliper  box 
attachment — with  ankle  joint — is  employed. 
(Fig.  2 illustrates  both  types.)  Here,  the 
shoe  is  removed  by  springing  apart  the  lower 
end  of  the  uprights.  Additional  shoes  fitted 
with  split  box  attachments  (or  with  keyhole 
detachable  stirrups)  allow  shoe  changes.  In 
attaching  the  shoe  to  the  brace  a proper 
amount  of  toe-out  should  be  allowed,  ordi- 
narily about  15  degrees. 

Bracing  in  Flat  Foot  and  Pronation 

Tendency  toward  loss  of  longitudinal  arch 
of  the  foot,  accompanied  by  pronation,  de- 
serves special  attention.  A felt  suppoid,  cov- 
ered with  thin  leather,  helps  restore  the  lon- 
gitudinal arch.  In  men,  a 1/8  to  3/16  inch 
medial  wedge  of  the  extended  (Thomas)  heel 
helps  correct  the  pronation.  A short  leg 
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Fig.  3.  Wedging  of  medial  side  of  heel  on  woman's  shoe. 
Proper  level  of  wedging  is  seen  on  right  and  improper 
wedging  on  left.  Both  shoes  are  tipped’  laterally  but  the 
brace  is  incorrectly  tipped  in  illustration  on  left. 

brace  provides  the  lateral  stability  needed 
in  some  cases  of  pronation  of  the  foot.  When 
a brace  is  worn  it  is  of  greatest  importance 
that  placement  of  the  wedge  be  above  the 
cross  bar  of  the  stirrup.  (Fig.  3)  If  any  type 
channel  is  used,  the  wedge  must  be  placed 
above  the  axis  of  the  channel.  When  so  placed 
the  posterior  portion  of  the  shoe — conse- 
quently the  heel — will  be  tipped  laterally 
though  the  brace  stands  vertically.  If  the 
wedge  is  below  this  level,  the  entire  brace 
will  be  tipped  and  malalignment  occurs.  The 
forefoot  should  not  be  tipped  laterally  by 
medial  wedging  of  the  sole.  Such  tipping 
tends  only  to  reduce  the  longitudinal  arch.  To 
the  contrary,  a Hauser  bar  may  be  used 
(Fig.  4).  This  bar  does  not  run  all  the  way 


Fig.  4.  Shoe  corrections  for  pronation  and  flatfoot.  Note 
medial  wedge  of  Thomas  heel  and  more  lateral  wedging 
of  the  forefoot  by  Hauser  bar. 


across  the  shoe,  from  medial  side  to  lateral. 
It  is  thicker  toward  the  lateral  side.  It,  there- 
fore, represents  a tipping  of  the  forefoot  in 
the  opposite  direction  from  that  of  the  heel. 
It  allows  the  head  of  the  first  metatarsal  to 
settle  downward,  thus  actually  increasing  the 
longitudinal  arch. 

Ankle  Joints  and  Stops 

Ankle  joints  should  be  used  in  both  short 
leg  and  long  leg  braces.  When  they  are  em- 
ployed, portions  of  the  brace  above  the  ankle 
joint  remain  in  constant  relationship  to  parts 
of  the  lower  extremity  in  all  phases  of  gait. 
As  the  patient  walks,  in  the  case  of  a long 
leg  brace,  below-knee  cuffs  will  then  neither 
move  away  from  the  calf  nor  cut  into  it  as 
the  lower  extremity  is  first  moved  forward 
and  then  backward.  The  cuffs — above  or  be- 
low the  knee — will  not  move  up  and  down, 
thus  avoiding  irritation  of  the  skin. 

A free  ankle  joint  may  be  used  when  dorsi- 
flexors  and  plantar-flexors  of  the  foot  are 
reasonably  strong,  and  when  there  is  need  for 
lateral  stability  of  the  foot.  This  type  of 
joint  also  is  used  when  bracing  is  required 
for  deficiencies  located  above  the  level  of  the 
ankle.  Posterior  stops  and  Klenzak  (spring) 
ankle  joints — both  set  at  90  to  95  degrees — 
are  utilized  for  weak  dorsi-flexors  of  the  foot. 
Klenzak  joints  are  not  recommended  when 
spasticity  is  present.  They  stimulate  the 
stretch  reflex  even  while  resting  in  the  sit- 
ting position ; further  spasticity  is  promoted. 
Anterior  stops  or  reverse  Klenzak  joints  are 
less  commonly  required  but  are  useful  when 
there  is  extreme  weakness  of  the  gas- 
trocnemius-soleus  muscle  group  which 
plantarflexes  the  foot. 

Bracing  for  Knee  Instability 

Long  leg  braces  are  often  necessary  to 
control  instability  of  the  knee.  With  tenden- 
cy toward  flexion  instability,  the  result  of 
quadriceps  muscle  weakness,  tightness  of  the 
posterior  structures,  or  both,  the  knee 
requires  support  with  force  in  a backward 
direction  above  the  knee.  This  means  that 
the  posterior  cuffs  immediately  above  and 
below  the  knee  need  to  be  deep  enough  to 
prevent  resistance  to  the  backward  force. 
Often  these  cuffs  are  too  shallow.  Therefore, 
no  amount  of  backward  pressure  can  be  ex- 
pected to  fully  extend  the  knee.  An  anterior 
thigh-lacer,  coming  well  down  and  encircling 
the  upper  pole  of  the  patella,  gives  the  best 
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support  for  knee  flexion  instability.  Two  dif- 
ficulties make  use  of  the  usual  anterior  knee 
pad  unappealing : any  pressure  on  the  patella 
may  cause  pain  and  the  pad  becomes  too 
tight  for  comfort  when  the  patient  flexes  his 
knee  while  sitting.  It  is  difficult  to  under- 
stand the  need  for  this  pad  since  pressure 
on  the  patella  is  not  desirable.  Likewise, 
pressure  on  the  upper  end  of  the  tibia  is  un- 
desirable since  this  pressure  tends  to  sub- 
luxate the  joint. 

Knee  locks  are  necessaiy  in  correction  of 
posterior  tightness  of  the  knee.  Either  locks 
or  offset  knee  joints  may  be  used  when  quad- 
riceps muscle  weakness  is  not  accompanied 
by  posterior  tightness.  Uprights  should  ex- 
tend high  on  the  thigh  for  leverage,  even 
though  the  brace  is  not  ischial  weight- 
bearing. 

To  correct  excessive  hyperextension  of  the 
knee,  a wide  posterior  cuff  just  deep  enough 
to  allow  full  knee  extension  is  placed  immedi- 
ately above  the  level  of  the  knee.  Of  course, 
an  additional  cuff  high  on  the  thigh  is  neces- 
sary. Padded  straps  secure  the  thigh  an- 
teriorly. A patient  with  “back  knee”  usually 
requires  locks  at  the  knee.  This  is  especially 
true  when  the  patient  has  previously  depend- 
ed upon  his  hyperextension  for  knee  flexion 
instability.  Ultimate  correction  of  the  hyper- 
extension will  depend  upon  strengthening  of 
the  quadriceps  and  hamstring  muscles  and 
upon  spontaneous  tightening  of  ligaments 
and  posterior  capsule,  the  result  of  bracing 
which  prevents  their  overstretching. 

It  is  wmrth  noting  that  both  flexion  and 
hyperextension  tendencies  of  the  knee  are 
best  controlled  by  forces  placed  upon  the 
lower  end  of  the  femur,  with  little  or  no  at- 
tention to  the  upper  end  of  the  tibia.  For 
correction  of  flexion  instability,  pressure  is 
placed  in  a backward  direction  on  the  lower 
end  of  the  femur;  for  hyperextension,  the 
posterior  cuff  is  shallow  at  the  lower  end  of 
the  femur. 

Genu  valgum  (knock  knee)  in  children 
may  be  corrected  by  a long  leg  brace  if  suf- 
flcient  growth  time  remains.  It  is  necessary 
that  the  child  wear  the  braces  eight  to  ten 
hours  a day.  Too  much  of  this  time  spent 
in  the  sitting  position,  with  the  knees  flexed, 
will  not  help  the  condition.  Correction  is 
made  by  use  of  a shallow-cupped  disc,  ap- 
proximately the  size  of  a silver  dollar,  lined 
with  leather  and  with  attachment  to  the 
medial  upright  at  the  level  of  the  medial  con- 
dyle of  the  femur.  No  lateral  pressure  is  ex- 
erted upon  the  condyle  when  the  knee  is 


flexed,  but  great  pressure  is  exerted  when 
the  knee  is  extended.  Here  again  one  sees  the 
importance  of  control  of  the  lower  end  of  the 
femur  in  correction  of  instability  or  deform- 
ity of  the  knee. 

Knee  Joints  and  Locks 

Since  the  knee  is  both  a hinged  and  a slid- 
ing joint,  no  type  of  knee  joint  is  entirely 
satisfactory  for  use  in  bracing.  There  is  no 
flxed  point  of  centering  for  both  the  flexed 
and  extended  position.  Patients  having  good 
range  of  motion  and  good  strength  of  mus- 
cles controlling  the  knee  may  have  free  knee 
joints.  When  the  knee  tends  to  flex  and  is 
unstable  because  of  quadriceps  muscle  weak- 
ness, hamstring  contracture,  or  both,  locks 
are  necessary.  In  absence  of  posterior  tight- 
ness, the  offset  knee  joint  may  suffice.  In 
selection  of  the  particular  type  of  lock  to  be 
used,  consideration  should  be  given  to  the 
severity  of  disability  of  the  patient.  When 
the  handicap  is  great  and  crutches  are  neces- 
sary, it  is  difficult  for  the  patient  to  manu- 
ally lock  and  unlock  his  braces.  Here,  the 
bale  lock  is  useful.  The  patient  can  lock  the 
joint  by  a backward  motion  of  the  hip  and 
he  can  unlock  it  by  backing  up  against  a 
chair.  Drop  locks  are  more  commonly  used 
when  disability  is  not  so  great  and  when 
there  is  more  freedom  of  use  of  the  hands. 

Bracing  at  the  Hip  and  Pelvis 

Problems  at  the  upper  end  of  the  femur 
and  the  pelvis  need  detailed  consideration  to 
be  solved.  Support  of  the  pelvis,  with  actual 
suspension  of  the  entire  lower  extremity,  re- 
quires an  ischial  weight-bearing  ring  or  a 
quadrilateral  support,  fitted  snugly  against 
the  ischial  tuberosity  but  causing  no  undue 
discomfort  to  the  patient.  This  type  of  long 
leg  brace  is  commonly  used  in  fractures  of 
the  lower  extremity,  which  do  not  allow  full 
weight-bearing.  Such  a brace  is  also  useful 
in  patients  having  paralysis  of  muscles  which 
normally  fix  the  head  of  the  femur  in  the 
socket.  Whether  or  not  a pelvic  belt  with  hip 
joint  is  used,  the  brace  must  support  the  pel- 
vis through  the  ischial  tuberosity.  Nothing 
is  more  disconcerting  than  the  gait  of  a pa- 
tient with  girdle  paralysis  when  support  of 
the  thigh  is  short  of  the  level  of  the  ischial 
tuberosity.  Every  step  is  accompanied  by  a 
whip  of  the  head  of  the  femur  about  the 
socket.  Traumatic  arthritis  of  the  hip  ioint 
and  even  subluxation  of  the  head  of  the  fe- 
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mur  will  result.  High  thigh  support,  al- 
though not  ischial  weight-bearing,  is  also 
necessary  for  proper  leverage  in  patients 
with  knee  flexion  tendency.  If  the  thigh  sup- 
port is  not  high,  the  upper  posterior  cuff 
simply  presses  into  the  soft  thigh  mass  and 
the  brace  does  not  effect  its  intended  exten- 
sion force  upon  the  knee.  Likewise,  braces 
with  short  thigh  support  are  not  efficient  in 
correction  of  hyperextension  of  the  knee  nor 
in  correction  of  genu  valgum. 

Summary 

Components  of  braces  and  principles  in- 


volved in  their  use  are  reviewed,  and  utiliza- 
tion of  strengthening  exercises  and  necessary 
surgery  before  bracing  is  discussed.  Empha- 
sis is  placed  upon  the  importance  of  correct 
shoes,  their  modification,  and  their  brace  at-  t 
tachments  as  they  relate  to  proper  founda- 
tions for  braces.  Use  of  ankle  joints  in  all 
braces  is  stressed,  and  the  disadvantage  of 
spring  braces  in  spasticity  is  mentioned.  At- 
tention is  directed  to  the  necessity  for  con- 
trol of  the  distal  portion  of  the  femur  in  in- 
stability and  deformity  of  the  knee.  The 
importance  of  high  thigh  support  in  certain 
specific  situations  is  discussed. 

♦ Dr.  Lecklitner,  Veterans  Administration  Hospital, 
2002  Holcombe  Boulevard,  Houston,  Texas  77031. 


Smoking  Dogs  Used  for  Heart  Disease  Tests 

Smoking  dogs  are  being  tested  at  The  University  of  Texas  South- 
western Medical  School  to  determine  why  heart  disease  kills  more 
smokers  than  non-smokers  in  the  human  population. 

Scientists  at  the  school  have  devised  a machine  v^^hich  adminis- 
ters a carefully  measured  puff  of  cigarette  smoke  equal  to  the  puff  of 
the  average  smoker  once  or  twice  a minute  to  anesthetized  dogs. 

Both  filtered  and  unfiltered  cigarettes  have  been  used,  in  addition 
to  smoke  filtered  through  bubbles  in  the  manner  of  a Turkish  water 
pipe. 

Doctors  have  long  puzzled  over  the  fact  that  many  heart  attack 
victims  die  suddenly  without  prior  complaints  of  pain.  These  mysteri- 
ous heart  attacks  may  be  due  to  gradual  weakening  of  the  heart 
muscles  and  severe  arrhythmias  brought  on  by  smoking,  believes  Dr. 
Watts  R.  Webb,  professor  and  chairman  of  the  Division  of  Cardio- 
vascular Surgery,  who  is  directing  the  studies. 
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Office  Management  Of 
Musculoskeletal  Pain 

HARRIET  E.  GILLETTE,  M.D. 


Unexplained  pain  can  be  distressing  to  a 
patient  and  should  not  be  dismissed  as  a 
psychoneurotic  problem.  Techniques  for 
management  and  adjunctive  measures  are 
described. 

THE  PATIENT  who  is  incapaci- 
cLiNicAL  medicine  tatod  foy  pain  not  explained  by  lab- 

■ oratory  or  x-ray  testing,  by  need 
for  secondary  gain,  or  by  response 
to  usual  clinical  procedures,  presents  a prob- 
lem to  the  clinician  and  society.  Certain 
common  musculoskeletal  pain  syndromes  may 
be  totally  disabling  without  impairing  health, 
or  they  may  mimic  subjective  symptoms  of 
more  serious  illnesses.  There  are,  however, 
principles  of  evaluation  and  methods  of  am- 
bulatory management  to  follovv^. 

Travell,^-  ^ Bonica,^-  ^ and  others®’  ® have 
described  the  syndrome  of  myofascitis  in 
which  localized  areas  of  muscle  spasm  occur ; 
these  areas,  termed  “trigger  points,”  when 
stimulated,  produce  pain  radiation  in  a pre- 
dictable pattern.  Satisfactory  explanation  of 
the  pathogenesis  of  trigger  points  is  lacking, 
since  their  distribution  does  not  follow  known 
neural  pathways,  muscle  distribution  or  vas- 
cular beds,  nor  is  there  any  characteristic 
microscopic  or  electromyographic  pathology. 
On  light  palpation,  these  small  areas  present 
a resiliency  which  is  different  from  that  of 
the  normal  surrounding  tissue.  They  are  ac- 
tivated by  deep  pressure,  stretch,  or  forceful 
contraction  of  the  muscle.  Some  are  located 
deep  in  the  muscle  belly,  others  in  fascia  or 
ligamentous  structures. 

Trigger  points  develop  at  sites  of  greatest 
stress;  pain  radiates  in  a pattern  which  is 

Presented  before  the  Texas  Society  on  Aging’s 
Clinical  Medicine  Section  on  May  2,  1965,  in  San 
Antonio. 


constant  from  one  individual  to  another,  and 
secondary  triggers  develop  along  the  path- 
way. Pain  may  be  described  at  a reference 
point  which  is  distant  to  the  offending  zone, 
but  if  the  pattern  is  known,  the  primary  trig- 
ger may  be  accurately  located.  Pain  is  poorly 
controlled  by  the  commonly  prescribed  anal- 
gesics, but  does  respond  to  nitroglycerin, 
though  response  is  not  as  prompt  nor  as  com- 
plete as  in  angina  pectoris. 

The  most  common  cause  of  chronic  muscle 
strain  is  that  of  posture  defect,  whether  from 
structural  abnormality  or  from  habitually 
poor  body  mechanics.  Occupational  strain 
may  be  present,  but  there  is  usually  an  asso- 
ciated postural  abnormality  which  predis- 
poses the  muscle  to  react  to  repetitive  con- 
tractions. Disease  of  visceral  organs,  by 
producing  a reflex  spasm  of  associated  skele- 
tal musculature,  may  initiate  the  cycle  which 
persists  after  the  major  illness  is  controlled. 
Pain  arising  from  fibrous  tissue  about  an 
operative  site  may  cause  the  patient  to  voice 
the  same  complaints  as  those  prior  to  sur- 
geiy ; familiar  examples  are  those  with  pain 
following  cervical  or  lumbar  laminectomy, 
cholecystectomy  and  herniorrhaphy.  The  scar 
which  results  from  cardiotomy  is  less  fre- 
quently the  site  of  discomfort. 

In  any  discussion  of  muscle  pain,  the  syn- 
drome which  develops  following  cervical 
flexion-extension  strain  cannot  be  ignored. 
When  treated  from  the  onset  with  respect 
for  the  intricacy  of  the  anatomy  of  the  cervi- 
cal region,  and  for  the  propensity  of  muscles 
in  this  area  to  adapt  to  changes  in  posture, 
the  outcome  is  usually  satisfactory.  When 
neglected  or  abused,  the  consequences  of  a 
simple  strain  may  result  in  a self-perpetu- 
ating cycle  of  pain-spasm-pain  due  to  myo- 
fascitis. It  should  be  realized  that  the  spine 
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Fig.  1.  Pain  referred  to  vertex,  occiput,  and  retro-orbital 
area. 

Fig.  2.  Pain  referred  to  ear,  lateral  neck,  and  molars.  May 
be  associated  with  dizziness  and  syncope. 

Fig.  3.  Pain  referred  to  lateral  neck  and  shoulder.  May 
be  associated  with  spasmodic  torticollis. 


acts  as  a single  unit,  and  that  the  “neck”  is 
actually  the  “upper  part  of  the  low  back.” 

The  response  of  the  muscle  to  stress  does 
not  always  result  in  a sharply  circumscribed 
area  of  spasm,  but  may  involve  the  entire 
muscle,  resulting  in  a diffusely  edematous, 
exquisitely  tender  mass  which  is  painful  re- 
gardless of  position  or  stimulation.  Here  the 
boundaries  of  a single  muscle  may  be  defined, 
and  the  condition  called  a true  myositis. 

Factors  which  aggravate  myofascitis  are 
heat,  inactivity,  obesity,  smoking,  damp  cold 
weather,  and  emotional  tension.  Although 
heat  application  may  feel  comfortable  at  the 
time,  frequent  use  of  low  intensity  heating 
devices  induces  formation  of  dense  fibrous 
tissue  which  increases  discomfort. 

Patients  who  present  these  pain  problems 
have  usually  received  many  varied  diagnostic 
tests  by  a succession  of  physicians ; they  have 
often  had  several  surgical  procedures.  Usual 
pain  medication  has  had  no  effect,  and  home 
remedies  invariably  have  included  heat  and 
rest.  Anxiety,  depression,  and  obesity  are 
such  an  integral  part  of  the  picture  that 
their  role  as  primary  or  secondary  agents  is 
difficult  to  determine. 

Although  the  incidence  of  myofascitis  is 
high,  the  disease  is  frequently  misdiagnosed, 
or  the  patient’s  complaints  disregarded  as 
being  a manifestation  of  psychoneurosis. 
The  more  common  trigger  point  patterns  are 
illustrated  in  Figs.  1-13. 


Case  Reports 

The  following  cases  illustrate  the  confusion 
which  may  arise,  in  differentiating  visceral 
pathology  from  musculoskeletal  irritation: 

Case  1, — A 38-year-old  white  housewife  presented 
with  severe  precordial  and  left  lateral  thoracic  pain 
of  six  weeks’  duration,  and  nausea  and  dizziness  of 
one  week’s  duration.  Six  years  previously,  cardio- 
tomy  had  been  performed,  with  reconstruction  of  a 
stenosed  mitral  valve.  From  that  time  until  onset 
of  the  present  illness,  she  had  been  able  to  perform 
light  housework  and  enjoy  a fairly  active  life,  tak- 
ing digitalis  daily.  Following  an  upper  respiratory 
illness  which  confined  her  to  bed  for  one  week,  left 
chest  pain  developed.  Her  family  physician  increased 
digitalis,  and  ordered  complete  bed  rest. 

The  patient  was  seen  by  the  cardiologist  who  felt 
that  cardiac  function  was  not  sufficiently  impaired 
to  produce  the  amount  of  disability  present,  and  that 
digitalis  intoxication  existed.  She  was  referred  to 
the  Department  of  Physical  Medicine  and  Rehabili- 
tation for  evaluation  of  muscle  pain. 

Examination  revealed  a thin,  passive  woman,  dys- 
pneic,  and  in  distress  with  any  arm  movement. 
Nausea  and  dizziness  appeared  severe.  Respirations 
were  shallow,  and  accomplished  chiefly  by  use  of 
accessory  muscles.  Posture  was  stooped  with  cupped 
shoulders  and  anterior  carriage  of  the  head.  Passive 
joint  ranges  were  free  throughout;  muscle  strength 
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was  not  evaluated  because  of  discomfort.  On  palpa- 
tion, circumscribed  areas  of  acutely  painful  spasm 
were  located  in  the  left  pectoralis  major,  serratus 
anterior,  and  rhomboid  muscles,  and  at  several  points 
adjacent  to  the  cardiotomy  scar.  X-rays  of  the  spine 
were  within  normal  limits. 

Hospitalization  was  deemed  advisable  to  regulate 
digitalis  dosage,  and  to  treat  muscle  problems.  Dur- 
ing a stay  of  eight  days,  injections  were  given  at 
trigger  points  on  four  occasions,  and  the  patient  was 
instructed  in  the  use  of  ice  massage  for  controlling 
pain,  and  in  a progressive  program  of  breathing 
and  posture  exercises. 

At  discharge  she  was  experiencing  occasional  mild 
discomfort  in  the  rhomboid  area  only.  The  heart 
was  well  compensated,  and  she  was  beginning  to 
enjoy  a sense  of  well-being.  Return  for  further  in- 
jections in  one  month  was  arranged.  At  this  time 
the  exercise  program  was  adjusted  to  suit  cardiac 
capacity  and  the  patient’s  desire  for  increased 
activity.  One  month  later  the  patient  was  pain-free, 
and  able  to  do  light  housework. 

Case  2. — A 38-year-old  assembly  line  worker  pre- 
sented with  left  anterior  and  lateral  chest  pain  radi- 
ating into  the  arm.  This  had  prevented  her  from 


Fig.  4.  Pain  referred  to  mid-arm  and  wrist.  May  be  asso- 
ciated with  "writers  cramp." 

Fig.  5.  Pain  referred  to  elbow. 

Fig.  6.  Pain  referred  to  elbow.  Single  trigger  in  olecranon- 
humeral  ligament  is  distinct  from  those  in  muscle  pattern. 

working  for  six  weeks,  but  had  been  present 
for  two  years.  She  had  been  treated  with  heat,  anal- 
gesics, and  bed  rest.  Several  years  previously  there 
had  been  an  episode  of  low  back  pain  which  required 
hospitalization.  The  patient  related  that  at  age  19 
she  had  experienced  severe  emotional  trauma,  and 
since  that  time  her  life  had  been  devoted  to  achiev- 
ing a variety  of  material  possessions. 

Examination  of  organ  systems  was  noncontribu- 
tory. Complete  cardiac  investigation  including  cath- 
eterization was  negative.  The  patient  appeared  hos- 
tile, extremely  tense,  and  humorless.  Posture  exami- 
nation revealed  scoliosis,  flattened  lumbar  curve  and 
severe  kyphosis.  Tightness  of  the  entire  spine,  the 
hamstring  and  pectoral  muscles  was  severe.  X-rays 
revealed  spondylolisthesis  at  the  fourth  and  fifth 
lumbar  vertebrae,  left  dorsal,  right  lumbar  scoliosis 
and  straightening  of  the  cervical  curve  with  reversal 
at  the  fourth  and  fifth  ceiwical  vertebrae.  On  pal- 
pation, trigger  points  were  located  in  left  pectoralis 
major,  long  head  of  the  biceps,  serratus  anterior, 
and  rhomboid  muscles. 

It  was  the  examiner’s  impression  that,  in  the  ab- 
sence of  significant  findings  in  the  general  physical 
examination,  pain  was  due  to  myofascitis  arising  in 
muscles  under  constant  strain  due  to  a skeletal  de- 
fect, and  that  the  muscle  pathology  was  increased 
by  the  patient’s  emotional  ill  health. 

The  mechanisms  of  the  illness  were  explained,  and 
a program  of  treatment  outlined  which  included  in- 
jections at  trigger  points,  omission  of  heat  applica- 
tions, ice  massage  for  neck  and  chest,  posture  exer- 
cises and  a sports  program,  with  a gradual  intro- 
duction into  group  recreation.  Upon  return  to  work 
two  weeks  after  beginning  treatment,  there  was  re- 
currence of  moderate  pain  which  was  managed 
easily  with  ice  massage  and  muscle  relaxant  drugs. 

Case  3. — A professional  model  had  experienced 
coccygeal  pain  for  eight  months,  dating  from  the 
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Fig.  7.  Pain  referred  to  precordium  and  interscapular  area.  Fig.  9.  Pain  referred  to  right  costal  margin. 

Fig.  8.  Pain  referred  to  anterior  chest  and  epigastrium.  Fig.  10.  Pain  referred  to  left  lower  quadrant  and  groin. 


occasion  when  a stool  on  which  she  was  posing  had 
collapsed.  Analgesics  and  heat  brought  no  relief,  and 
sitting  for  more  than  a few  minutes  was  intolerable. 

Examination  of  organ  systems  was  negative.  Pos- 
tural examination  revealed  slight  lordosis,  with 
tightness  of  lumbar  tissues  and  of  the  right  ham- 
string muscles.  Well-defined  trigger  areas  were  lo- 
cated in  the  right  paravertebral  muscles  at  L-1  and 
L-3,  and  in  the  sacrococcygeal  ligament.  X-rays  were 
negative. 

Injection  at  the  three  trigger  points  of  3 cc.  0.5 
procaine  and  2 cc.  hydrocoi’tisone  acetate  was  pei’- 
formed  three  times  at  one-week  intervals.  Heat  ap- 
plications were  stopped,  and  the  patient  instructed 
to  use  ice  massage  to  the  lumbar  area  thi’ee  times 
daily,  and  to  perform  stretching  exercises.  After 
the  third  injection,  pain  was  relieved,  and  has  not 
recurred. 

Examination 

History  includes  date  of  onset,  location  and 


character  of  pain,  occupation,  precipitating 
factors,  any  previous  injury,  surgery,  means 
of  obtaining  relief  of  pain,  recent  loss  of  ex- 
cessive weight,  and  treatment  to  date.  Rou- 
tine physical  examination  is  performed  with 
particular  attention  to  systemic  disease  states 
which  produce  neuromuscular  dysfunction, 
namely  diabetes,  hypothyroidism,  and  carci- 
noma. Throughout  the  examination,  the  pa- 
tient’s state  of  emotional  health  is  studied, 
and  an  effort  made  to  discover  the  presence 
of  precipitating  causes  of  a psychic  nature. 

Thorough  postural  examination  is  conduct- 
ed, noting  any  abnormality  which  may  pro- 
duce mechanical  strain  including  obesity. 
Faulty  foot  positions  or  painful  calluses,  un- 
equal leg  length,  and  habitual  resting  on  one 
leg  are  important  factors  which  contribute 
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to  poor  body  mechanics,  and  are  often  over- 
looked. Segmental  alignment  viewed  from 
posterior,  right  and  left  lateral,  and  anterior 
aspects  is  evaluated,  followed  by  observation 
of  mechanics  of  the  spine  as  the  patient 
bends  anteriorly,  to  each  side,  then  rotates 
the  lumbar  spine.  He  is  asked  to  inform  as 
to  any  movement  which  produces  discomfort. 
Arms  are  raised  to  the  side  overhead,  and 
lowered  anteriorly,  as  the  examiner  watches 
for  disturbance  of  scapulohumeral  rhythm, 
or  impaired  shoulder  mechanics  from  a con- 
tracted rotator  cuff.  Ranges  of  cervical  spine 
are  tested  in  all  planes.  With  the  patient 
supine,  ranges  of  motion  of  all  joints  are 
evaluated,  and  contracted  soft  tissue  struc- 
tures located.  Leg  lengths  are  measured. 
X-ray  examination  of  cervical  and  of  lumbar 
spine  in  the  erect  position  are  taken,  with 
oblique  views  if  indicated.  Films  of  other 
areas  are  obtained  as  necessary;  leg  length 


Fig.  11.  Pain  referred  to  coccyx.  Trigger  in  sacro-coccy- 
geal  ligament. 

Fig.  12.  Pain  referred  to  hip  and  lateral  knee. 

Fig.  13.  Pain  referred  to  lateral  ischial  tuberosity,  lateral 
calf,  and  heel. 

films  are  ordered  if  there  is  any  discrepancy 
on  gross  measurement. 

At  this  stage  of  the  examination,  the  phy- 
sician should  be  able  to  identify  the  pattern 
of  pain  radiation,  and  to  accurately  locate  the 
primary  and  secondary  trigger  points.  This 
is  done  by  lightly  “walking”  the  fingers  over 
the  suspected  area,  and,  when  a change  in 
resiliency  is  met,  deeper  pressure  applied. 
The  patient  will  assist  by  exclaiming,  “That’s 
it!”  when  the  proper  location  is  reached. 
Within  a few  seconds,  there  is  erythema  at 
the  site  of  the  trigger,  and  occasionally  over 
secondary  trigger  sites  which  have  not  been 
palpated.  Other  areas  of  skin  which  may 
have  been  irritated  will  blanch  rapidly. 

Treatment 

Thorough  investigation  of  the  more  com- 
monly suspected  causes  of  the  pain  must  be 
made,  and  the  patient  reassured  authorita- 
tively that  there  are  no  illnesses  such  as  heart 
disease  and  cancer.  The  patient’s  understand- 
ing of  factors  which  have  produced  his  dis- 
comfort is  the  essential  first  step  in  treat- 
ment, for  he  must  accept  the  responsibility 
for  carrying  out  the  major  portion  of  the 
measures  prescribed  for  relief.  Daily  exer- 
cise, weight  reduction,  change  in  occupation, 
development  of  more  favorable  attitudes  can 
be  accepted  if  they  are  presented  as  the 
means  to  an  end. 
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Injections  are  given  at  trigger  points,  and 
a 26  gauge,  li/4  inch  needle  is  used.  A solu- 
tion consisting  of  3 cc.  0.5  percent  procaine 
and  2 cc.  hydrocortisone  acetate  is  commonly 
employed,  though  sterile  normal  saline  or 
distilled  water  can  be  used.  The  needle  is  di- 
rected to  the  center  of  the  trigger,  located 
both  by  tissue  response,  and  by  the  patient’s 
exclamation  and  description  of  radiating  pain, 
and  1 cc.  of  solution  is  injected.  The  needle  is 
withdrawn  slightly,  and  redirected  obliquely 
to  four  points  90  degrees  apart,  1 cc.  solu- 
tion being  injected  at  each  point.  All  trigger 
points  in  the  pattern  are  injected;  it  is  im- 
portant that  those  most  distal  to  the  primaiy 
trigger  be  injected  first,  for  they  may  dis- 
appear with  injection  in  the  proximal  pri- 
mary area,  only  to  reappear  subsequently. 

Ice  massage  over  major  trigger  areas  is 
prescribed  three  times  daily  in  the  acute 
stage,  decreased  to  once  daily  as  pain  di- 
minishes, then  used  only  as  needed.  This 
modality  has  been  found  to  reduce  spasm 
and  produce  analgesia  and  softening  of  fi- 
brous tissue  more  efficiently  than  other  meth- 
ods used  previously,  and  although  uncom- 
fortable during  application  in  acute  spasm, 
the  pain  ceases  when  treatment  stops.  If  a 
diffuse  inflammatory  reaction  involving  an 
entire  muscle  is  present,  it  is  best  to  defer 
injection  to  trigger  points  until  the  acute 
process  has  been  resolved  by  the  use  of  ice 
massage  as  often  as  every  two  hours,  and  by 
the  administration  of  muscle  relaxant  drugs. 

A cylinder  of  ice  is  prepared  in  a container 
such  as  a large  paper  cup  or  orange  juice  can. 
The  hand  is  protected  with  a cloth,  and  the 
ice  rubbed  directly  on  the  skin  over  the  in- 
volved area,  five  minutes  being  allowed  for 
an  area  six  inches  in  diameter.  The  neck, 
low  back,  and  chest  can  be  treated  by  the 
patient;  assistance  will  be  necessary  for  the 
interscapular  area.  In  some  instances  it  may 
be  found  that  brief  (5-10  minutes)  of  hot 
compresses,  or  standing  under  a hot  shower 
may  be  more  effective  than  cold  applications. 

After  ice  massage,  gentle  stretching  of  the 
area  is  performed,  the  position  for  stretch 
being  accurately  directed  along  the  line  of 
muscle  fibers  involved.  Stretching  is  carried 
out  just  to  the  point  of  pain,  and  a muscle 
which  crosses  two  joints  should  not  act  upon 
both  simultaneously. 

Restoration  and  maintenance  of  proper 
body  mechanics  is  accomplished  with  a sim- 
ple exercise  regimen.  The  patient  is  advised 


that  these  basic  exercises  should  become  a 
part  of  the  daily  hygiene  program,  so  that 
they  are  performed  automatically,  just  as  are 
combing  the  hair  and  brushing  the  teeth. 

A few  simple  exercises  for  specific  areas 
also  may  be  needed,  but  these  should  be  kept 
to  a minimum,  and  so  designed  that  they  can 
be  performed  in  brief  intervals  throughout 
the  day.  One  exercise  which  stretches  both 
pectoral  and  rhomboid  muscles,  mobilizes  the 
shoulder,  and  establishes  coordination  of 
shoulder  girdle  muscles  while  establishing 
good  posture  calls  for  placing  the  finger  tips 
on  the  shoulder,  moving  the  elbows  slowly  in 
a wide  circle.  (The  chin  and  abdomen  should 
be  kept  tucked  in.) 

Phenylbutazone,  200  mg.  three  times  a day, 
is  prescribed  for  four  days  after  the  first  in- 
jections; if  muscle  spasm  is  severe,  one  of 
the  muscle  relaxant  drugs  is  also  adminis- 
tered for  four  days.  A tranquilizer  is  pre- 
scribed if  indicated.  Analgesics  are  seldom 
necessary  because  pain  is  adequately  con- 
trolled with  ice  massage  and  movement. 

For  obese  patients  diet  instructions  are 
given,  and,  if  an  appetite  depressant  is  re- 
quested, it  is  supplied  in  conjunction  with 
counsel  on  development  of  proper  eating 
habits. 

The  average  patient  requires  three  visits 
for  injections,  spaced  at  one-week  intervals; 
occasionally  more  visits  will  be  required,  with 
diminishing  frequency.  Symptoms  may  recur 
in  about  three  months,  at  which  time  one  or 
two  visits  for  injections  may  be  necessary. 
The  patient  is  instructed  to  learn  to  manage 
minor  flare-ups  with  ice  massage  and  exer- 
cise, and  to  return  for  injections  only  if  these 
measures  fail.  Above  all,  he  must  continue 
a daily  exercise  regimen,  and  participate  in 
activities  such  as  swimming,  walking,  bowl- 
ing, or  bicycling. 

Summary 

Common  patterns  of  musculoskeletal  pain 
are  described,  and  a routine  for  localization 
of  causes  presented.  Techniques  of  manage- 
ment include  injection  of  trigger  points,  ad- 
ministration of  ice  massage  and  muscle  re- 
laxant drugs,  and  induction  of  a consistent 
daily  exercise  program.  Adjunctive  measures 
include  elimination  of  obesity,  control  of  emo- 
tional tension,  and  omission  of  prolonged  low 
intensity  heat.  A vital  part  of  the  regimen 
is  the  development  of  the  patient’s  responsi- 
bility for  managing  his  symptoms. 
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Myths  About  French  Drinking 
Disproved  in  Scientific  Study 

Much  of  what  you  believe  about  Frenchmen  and  their  drinking 
is  probably  wrong. 

The  study  in  the  book.  Drinking  in  French  Culture,  provides 
new  insights  into  French  drinking  practices  and  attitudes. 

Among  some  of  the  surprising  new  French  findings : 

— Water  is  consumed  every  day  by  nearly  half  of  all  French 
citizens.  There  is  “no  support  for  the  stereotyped  belief  that  all 
Frenchmen  drink  only  wine  and  avoid  water  as  a potentially  con- 
taminated or  otherwise  uncivilized  beverage.” 

— More  wine  is  consumed  in  Southern  France,  where  most  of 
it  is  produced,  than  in  the  North.  Alcoholism  mortality  rates  highest 
in  the  North  and  the  lowest  in  the  South. 

— Beer  is  a drink  of  wealthy  city  men,  cider  of  poor  farmers, 
and  carbonated  drinks  of  urban  teen-agers  and  college  graduates. 
Coffee  is  widely  used,  but  mainly  at  breakfast;  coffee  breaks  hardly 
exist. 

— Wine,  reputedly  the  national  drink  of  France,  is  not  used  by 
all  the  French.  It  is,  however,  used  more  often  than  any  other  al- 
coholic beverage.  The  heaviest  consumers  of  wine  were  farmers 
and  heavy  workers  who  drank  some  at  meals,  but  more  frequently 
between  meals. 

The  survey  of  how  French  people  actually  drink  involved 
some  3,000  interviews  in  305  localities.  It  revealed  that  water  has 
always  been  widely  used  by  the  French,  that  “milk  drinking  by  adults 
is  often  construed  as  childish  behavior,”  that  hot  tea  is  “the  beverage 
of  the  well-educated,  wealthy  woman  of  the  big  cities,”  and  that 
hot  chocolate  is  a prize  to  children  for  good  behavior. 

The  survey  confirms  one  long-standing  belief  about  wine- 
drinking in  France : it  is  the  beverage  most  often  consumed  at 
meals.  Eighty  percent  of  the  men  and  93  percent  of  the  women 
drink  wine  when  they  eat.  Also,  on  the  average,  Frenchmen  drink 
three  times  as  much  wine  as  do  Frenchwomen.  However,  13  percent 
of  the  population  drinks  51  percent  of  the  wine. 

French  children,  on  the  average,  take  their  first  alcoholic  drink 
when  they  are  about  10  years  old.  Many  drank  too  much  the  first  time 
as  teen-agers.  Getting  drunk  in  France  at  any  age  is  apparently 
socially  acceptable.  In  some  groups,  social  pressures  make  excessive 
drinking  almost  essential. 
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The  technique  of  perirenal  insufflation  is  de- 
scribed as  a simple  and  safe  procedure  for 
determining  the  size  and  shape  of  the  kid- 
ney before  performing  renal  biopsy.  The 
procedure  is  used  when  the  kidneys  cannot 
be  seen  on  scout  films  or  excretory  urograms. 
Results  are  especially  good  in  patients  whose 
renal  function  is  poor. 

f "*  •*]  RETROPERITONEAL  pneumo- 
cLiNicAL  MEDICINE  grapliy  began  in  1921  when  Ca- 

■ relli^  of  Argentina  injected  carbon 
dioxide  to  demonstrate  echinococ- 
cus cysts.  During  the  examination  he 
noted  that  tliis  was  an  excellent  means  of 
visualizing  the  kidneys  and  adrenal  glands. 
Cahill-  reported  in  1935  that  following  trans- 
lumbar  introduction  of  air  into  the  perirenal 
space,  tumors  and  hypertrophy  of  the  adre- 
nal glands  might  be  evaluated.  Rivas^  in  1950 
was  the  first  to  employ  generalized  extra- 
peritoneal  emphysema  through  the  presacral 
route  for  diagnostic  purposes. 

Indications  for  the  procedure  have  been 
limited  to  suspected  noninflammatory  retro- 
peritoneal masses,  usually  renal  or  adrenal  in 
origin.^'  Another  indication  in  our  institu- 
tion is  for  evaluation  of  kidney  size  and  loca- 
tion prior  to  renal  biopsy  when  the  kidneys 
are  not  seen  on  a scout  film  or  excretory 
urogram. 

Various  gases  have  been  used  during  the 
past  three  decades.  Carbon  dioxide  appears 
the  medium  of  choice  because  of  its  solubil- 
ity in  body  fluids  and  ready  availability. 
Other  gases  which  have  been  used  are  heli- 
um, nitrous  oxide,  oxygen,  and  filtered  or 
unfiltered  air.  The  amount  of  gas  varies 
from  400  to  700  cc.  injected  in  each  flank. 

Complications  which  have  been  described 
include  gas  embolism,  infection,  and  perfora- 
tion of  an  adjacent  organ.  The  use  of  carbon 
dioxide  or  nitrous  oxide  greatly  reduces  the 
possibility  of  gas  embolism.®  Contraindica- 
tions for  the  procedure  include  perinephric 


infection,  renal  tumor,  or  other  highly  vascu- 
lar retroperitoneal  neoplasms. 

Technique 

No  premedication  is  needed,  though  mod- 
erate doses  of  barbiturate  or  narcotic  seda- 
tives may  be  given.  The  patient  is  placed  in 
the  prone  position,  and  the  skin  surface  is 
prepared  with  Mercresin.  Local  anesthesia 
is  administered,  and  a 22-gauge  needle  is  in- 
serted into  the  subcutaneous  tissues  immedi- 
ately below  the  12th  rib  and  8 cm.  from  the 
midline  on  each  side.  The  needles  are  intro- 
duced in  a 10-degree  cephalad  direction;  the 
operator  pauses  from  time  to  time  to  detect 
the  characteristic  respiratory  motion  of  the 
needle  as  it  nears  the  kidney.  The  needles 
are  then  advanced  until  the  increased  resist- 
ance of  the  kidney  is  met.  They  are  then 
withdrawn  approximately  one-eighth  of  an 
inch,  and  following  aspiration  to  insure  an 
extravascular  location  of  the  tip,  carbon  di- 
oxide injection  is  begun,  first  on  one  side, 
then  the  other.  Approximately  400  to  700  cc. 
of  gas  are  injected  in  each  flank  by  means 
of  a 50  cc.  syringe  attached  to  the  carbon 
dioxide  supply  by  a three-way  stopcock.  The 
needles  are  removed,  and  the  patient  is  placed 
in  the  supine  position.  Three  films  are  made 
with  varying  radiographic  techniques  to  ob- 
tain a satisfactory  study.  Technical  factors 
vary  in  the  following  ranges,  depending  on 
the  size  of  the  patient:  Up  to  110  lb.,  58-66 
kv.,  25-40  milliampere-second  (MaS)  ; 110- 
180  lb.,  66-76  kv.,  40-60  MaS;  more  than  180 
lb.,  76-96  kv.,  50-100  MaS.  The  patient 
usually  has  moderate  backache.  It  is  tran- 
sient and  requires  no  treatment. 

Results  and  Discussion 

Perirenal  gas  insufflation  has  been  valuable 
in  determining  the  size  and  location  of  the 
kidneys  prior  to  renal  biopsy.  The  renal  out- 
line and  sometimes  the  adrenal  glands  may 
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be  well -demonstrated  with  this  technique, 
and  this  enables  the  operator  to  position  the 
biopsy  needle  accurately.  The  study  has  been 
most  useful  for  obese  patients,  emaciated 
patients  in  whom  the  perirenal  fat  has  dis- 
appeared, patients  with  poor  renal  function 
in  whom  excretory  urography  fails  to  show 
collecting  structures  and  in  whom  renal  scan 
is  unsatisfactory,  and  patients  for  whom 
retrograde  pyelography  is  undesirable  for 
evaluation  of  renal  size  and  location. 

In  our  institution,  presacral  insufflation 
with  carbon  dioxide  for  visualization  of  renal 
or  adrenal  tumors  is  customary.  However, 


Fig.  1.  Both  kidneys  and  the  left  adrenal  gland  are  out- 
lined following  perirenal  insufflation  with  carbon  dioxide 
on  both  sides. 


the  simpler  lumbar  technique  has  been  satis- 
factory for  locating  the  kidneys,  and  at  times 
the  entire  renal  outline  and  adrenal  glands 
are  well  shown  ( Fig.  1 ) . 

We  have  used  carbon  dioxide  because  of  its 
solubility  and  availability.  It  is  superior  to 
air,  oxygen,  and  helium  which  may  produce 
the  occasional  complication  of  gas  embolism. 
We  have  had  no  complications  with  the  meth- 
od described. 

Conclusion 

Perirenal  insufflation  with  carbon  dioxide 
is  a simple  procedure,  useful  in  demonstrat- 
ing the  size  and  location  of  the  kidney  before 
renal  biopsy.  This  method  is  preferred  to 
presacral  insufflation,  retrograde  pyelogra- 
phy, or  renal  scan*’  because  of  its  safety, 
simplicity,  lack  of  complications,  and  good 
results,  especially  in  patients  with  poor  renal 
function. 
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Management  of  Postphlebitic  Edema 
And  Complicating  Ulcer  of  the  Leg 


CHRONIC  VENOUS  stasis  is  gen- 

cuNicAL  MEDICINE  ei’ally  accepted  as  the  predominant 

■ cause  of  postphlebitic  edema.  Like- 
wise, varying  degrees  of  concomit- 
ant chronic  lymph  stasis  have  been  thought 
a requisite  in  pathogenesis,  and  lymphedema 
has  been  thought  to  be  of  either  primary  his- 
togenic  or  hematogenic  origin. 

Histogenic  lymphedema  results  from  pri- 
mary involvement  of  the  peripheral  lymphat- 
ics leading  to  permanent  fibrous  pro- 
liferation and  dilation  of  the  skin.  The  diag- 
nostic characteristics  are  the  distinctive  med- 
ical history  and  clinical  course  of  the  disease, 
the  relative  absence  of  accompanying  venous 
stasis,  and  the  rarity  of  complicating  ulcer. 
The  process  is  irreversible;  therefore  the 
Kondoleon  operation,  or  a modification  of  it, 
is  the  routine  treatment. 

Hematogenous  lymphedema  results  from 
secondary  involvement  of  the  peripheral  lym- 
phatics leading  to  temporary  fibrous  pro- 
liferation and  dilation  of  the  skin.  The  dif- 
ferential diagnostic  characteristics  are  the 
variance  in  the  medical  history  and  clinical 
course  of  the  disease,  the  predominance  of 
accompanying  venous  stasis,  the  wide  di- 
urnal fluctuations  of  postural  edema,  and 
the  frequency  of  complicating  ulcer. 

Hematogenous  lymphedema  arbitrarily 
may  be  subdivided  into  vascular  and  residual, 
or  lymphatic,  edema.  Primary  vascular  ede- 
ma results  from  venous  stasis.  The  accumu- 
lation and  stagnation  of  edema  fluid,  result- 
ing in  concentration  of  its  protein  elements, 
produces  temporary  fibrous  proliferation  of 
the  skin.  These  proliferative  changes  may  be 
interpreted  as  lymphatic  edema. 

Presumably,  the  ulcer  originates  from  in- 
cidental infection  which  has  been  superim- 
posed upon  this  edema.  The  crater  of  the 


ulcer  is  shallow,  as  the  deep  fascia  is  not 
penetrated.  The  offending  microorganisms 
are  facultative  aerobes  of  low  virulence. 
Treatment  of  the  ulcer,  as  such,  warrants 
only  the  attention  customary  for  chronic  su- 
perficial saprophytic  infection  of  the  skin. 

In  view  of  the  anti-infective  function  of 
the  peripheral  lymphatics,  in  the  therapeutic 
sense,  the  ulcer  and  inflammatory  swelling 
maj^  be  regarded  as  additional  lymphedema. 
The  metamorphosis  from  vascular  to  lymph- 
edema is  ill-defined.  However,  despite  the 
interrelationship,  these  edemas  may  be 
viewed  as  separate  therapeutic  entities. 
This  concept  is  supported  by  our  present 
knowledge  of  the  comparative  physiopatho- 
logic  function  of  peripheral  venous  blood  and 
lymph,  and  the  mechanical  variation  in  their 
movement  or  circulation.  Acceptance  of  this 
hypothesis  suggests  the  following  sequence 
of  procedures  in  the  management  of  post- 
phlebitic ulcer: 

1.  Preliminary  removal  of  vascular  (pos- 
tural) edema. 

2.  Specific  treatment  of  the  concomitant 
lymphatic  edema. 

3.  Prevention  or  control  of  subsequent  vas- 
cular edema. 

Treatment  of  Vascular  Edema 

The  absorption  of  vascular  edema  is  influ- 
enced mainly  by  gravitation.  Therefore,  ele- 
vation of  the  limb  or  bed  rest  is  an  impor- 
tant first  step  in  management.  Unfortunate- 
ly, intermittent  elevation  of  the  leg  or  pro- 
longed bed  rest  is  generally  accepted  as  part 
of  the  proper  treatment  of  the  ulcer.  The 
concept  that  the  non-healing,  undramatic  ul- 
cer of  the  lower  leg  is  an  emergency  and 
requires  bed  rest  until  healing  occurs  incor- 
rectly assumes  an  identical  biochemical 
process  in  the  absorption  of  vascular  and 
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Prolonged  bed  rest  for  patients  with  vascular 
and  lymphatic  edema  can  be  harmful.  A pro- 
gram of  treatment  designed  to  correct  the 
difficulty  is  described. 


lymphatic  edema  and  in  the  mechanics  of 
removal  from  the  dependent  limb. 

Treatment  of  Concomitant  Lymphedema 

The  absorption  of  this  edema  occurs  main- 
ly by  way  of  the  selective  transference  of 
fluids  through  membranes,  and  this  process 
is  influenced  slightly  by  gravitation  or  ex- 
ternal pressure  or  both.  The  movement  or 
circulation  of  peripheral  lymph  is  maintained 
by  physiologic  activity  and,  in  the  dependent 
limb,  by  the  combined  effects  of  the  so-called 
milking  or  pumping  action  of  underlying 
muscles  and  the  resistance  of  the  overlying 
skin.  The  supportive  (resistive)  function  of 
the  skin  now  has  been  altered  by  fibrous 
proliferation.  Therefore,  a mechanical  indi- 
cation is  to  supply  a supplemental  support; 
the  physiological  objective  being  to  restore 
the  normal  flow  of  peripheral  lymph  by  in- 
creased physiologic  activity  (ambulation). 

These  patients  have  avoided  their  custom- 
ary amount  of  walking  due  partly  to  discom- 
fort from  the  ulcer  but  also  from  the  notion 
that  there  is  need  for  daily  intermittent  ele- 
vation of  the  limb  or  prolonged  bed  rest. 
Conversely,  unless  medically  contradicted, 
such  patients  should  lead  active  lives  includ- 
ing the  more  strenuous  recreational  inter- 
ests, such  as  dancing,  bowling,  golf,  and 
graduated  distance  walking.  A prerequisite 
to  ambulation  is  the  routine  use  of  a com- 
fortable, supplemental  support  to  the  skin  of 
the  leg. 

Prophylaxis  of  Vascular  Edema 

Prevention  of  the  vascular  edema  of  gravi- 
tational origin  evolves  into  the  control  of 
venous  stasis.  However,  in  its  relation  to 
the  management  of  postphlebitic  ulcer,  these 
procedures  may  be  regarded  as  prophylactic 
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measures  rather  than  as  modes  of  ulcer  treat- 
ment. Preferably,  the  elimination  of  accom- 
panying varices  is  done  either  prior  to  the 
onset  of  ulcer  or  postponed  until  the  ulcer 
has  firmly  healed  and  all  inflammatory  reac- 
tion has  subsided  from  the  leg. 

Elastic  material  also  serves  to  control  ven- 
ous stasis.  The  rubber  or  Ace  bandage  is 
generally  used.  However,  the  resultant  local 
constriction  and  the  common  slovenly  ap- 
pearance of  the  elastic  bandage  indicates  that 
its  most  effective  use  cannot  be  entrusted  to 
the  patient.  Elastic  hosieiy  is  more  suitable. 
The  use  of  this  material  also  may  be  viewed 
as  a prophylactic  measure;  its  use  in  the 
treatment  of  ulcer  is  relatively  ineffective 
and  wasteful. 

The  failure  of  elastic  hosiery  to  control 
subsequent  vascular  edema  suggests  the  need 
for  evaluation  of  the  possible  contributing 
factors,  such  as  incomplete  healing  of  the 
ulcer,  the  presence  of  inflammatory  reaction 
in  the  surrounding  skin,  the  excessive  retro- 
grade flow  of  venous  blood  and  of  concurrent 
disease. 

Supplemental  Skin  Support 

The  skin  of  the  leg  contains  few  elastic 
fibers;  therefore,  the  skin  is  more  resilient 
than  it  is  elastic.  The  physiologic  supportive 
pressure  of  the  skin  is  firm,  gentle,  persist- 
ent, and  evenly  distributed.  Ideally,  materi- 
als selected  for  this  purpose  should  simulate 
the  resilient  texture  of  the  skin  and  should 
provide  physiologic  support. 

The  nonelastic  and  semi -fixed  materials 
commonly  used  are  well  known  as  are  the 
techniques  of  their  use.  However,  the  recom- 
mended degree  of  pressure  of  Elastoplast 
does  not  allow  for  physiologically  correct 
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POSTPHLEBITIC  EDEMA— Fillmore— continued 


skin  support.  The  maximum  effectiveness  of 
the  Unna  Boot  and  the  light  plaster  cast  also 
is  minimized  by  two  common  faults : ( 1 ) Rig- 
idity which  prevents  these  materials  from 
conforming  to  the  changing  contour  of  the 
leg  in  walking.  (2)  Immobilization  of  the 
ankle.  Including  the  foot  in  dressings  is  su- 
perfluous because  a snug  shoe  (oxford)  pre- 
vents the  occurrence  of  vascular  edema  in 
the  toes,  the  sole,  and  dorsum  of  the  foot. 
Also,  immobilization  of  the  ankle  alters  the 
normal  stride  and  curtails  the  desired  mus- 
cular activity  of  the  leg. 

The  pioneers  of  these  methods  invariably 
emphasized  the  importance  of  the  absence  of 
postural  edema  prior  to  use.  This  tenet  is 
often  overlooked  because  these  dressings  are 
commonly  applied  in  the  physician’s  office. 
This  omission  is  readily  noted  by  inspection 
of  the  dressing  before  the  patient  has  low- 
ered his  foot  following  a night’s  rest.  The 
supportive  effect  now  has  been  lost  and  is 
regained  only  when  postural  edema  again  re- 
curs into  the  confines  of  the  dressing.  The 
undesirable  fluctuations  of  postural  edema 
are  thereby  allowed  to  continue. 

Supplemental  Dressing 

The  following  dressing  material  closely 
simulates  the  resiliency  of  the  skin  of  the 
leg  and  combines  additional  remedial  quali- 
ties. It  is  flexible,  impervious  to  moisture, 
adherent,  clean,  comfortable,  economical,  and 
convenient.  It  supplies  the  proper  surgical 
toilet  for  the  ulcer,  allows  mobilization  of 
the  ankle  and  does  not  sag  on  the  conical  leg. 
The  clean,  economical,  and  convenient  quali- 
ties further  prompt  its  more  general  use. 

Technique  of  Application 

An  essential  preliminary  step  in  the  use  of 
the  occlusive  surgical  dressing  is  the  removal 
of  bacterial  contaminants.  In  this  instance, 
it  is  approached  by  the  prolonged  application 
of  normal  saline  or  Ringer’s  solution  packs 
to  the  ulcer.  The  pack  is  covered  with  cello- 
phane or  oiled  silk  which  keeps  it  warm  and 
moist  and  requires  changing  only  at  the  6-  to 
12-hour  interval.  A period  of  24  to  48  hours 
is  necessary  to  rid  the  ulcer  of  debris. 

The  patient  has  remained  in  bed  and  the 
vascular  edema  now  should  have  subsided 
from  the  leg.  A routine  skin  preparation  of 
the  leg  and  foot  is  done.  The  knee  is  slightly 


flexed  and  the  foot  positioned  at  right  angles. 
Successive,  overlapping  two-  and  three-inch 
strips  of  fresh,  plain  adhesive  plaster  are 
now  applied  around  the  ankle  and  leg  with 
firm,  gradually  decreasing  pressure  from  be- 
neath the  malleoli,  over  the  dorsum  of  the 
foot  and  up  the  leg  to  the  level  of  the  tibial 
tubercle.  Because  the  entire  skin  area  of  the 
leg  is  viewed  as  a unit,  the  interposition  of 
any  material  between  the  ulcer  and  the  over- 
lying  dressing  is  contradicted;  the  circum- 
scribed bulk  of  such  material  interferes  with 
the  even  distribution  of  pressure  of  the  en- 
tire dressing.  A snug  gauze  (Kling)  or  Ace 
bandage  fixes  the  adhesive  plaster  to  the 
skin  and  completes  the  dressing. 

The  patient  is  directed  to  increase  his  cus- 
tomary activity  and  to  include  daily  gradu- 
ated distance  walking.  The  leg  or  foot  will 
not  swell  and,  because  the  dressing  does  not 
adhere  to  the  moist  surface  of  the  ulcer, 
there  is  complete  comfort  in  walking. 

This  dressing  is  changed  at  the  five-  to 
seven-day  interval.  However,  in  the  larger 
ulcer,  a copious  discharge  for  the  first  ten 
days  demands  a dressing  change  at  the  three- 
day  interval;  thereafter,  this  interval  is  in- 
creased to  five  to  seven  days.  The  dressing 
is  removed  at  bedtime,  the  skin  of  the  leg 
and  foot  is  cleansed  and  the  ulcer  dressed  dry 
with  fluff  gauze,  or  the  moist  pack  may  be 
used  overnight.  The  adhesive  plaster  dress- 
ing is  reapplied  the  following  morning  be- 
fore the  foot  has  been  lowered.  This  routine 
is  continued  until  the  ulcer  has  firmly  healed 
and  all  inflammatory  reaction  has  subsided 
from  the  leg.  The  tendency  toward  ulcer 
recurrence  is  due  to  the  failure  of  complete 
healing  before  prophylactic  measures  are  in- 
stituted. 

Despite  the  simplicity  of  this  dressing,  its 
use  is  not  entrusted  to  ancillary  personnel. 
A prerequisite  is  professional  awareness  of' 
the  related  anatomic,  physical,  physiologic, 
and  bacteriologic  factors,  and  possible  con- 
current disease.  Otherwise,  indifferent  re- 
sults and  disturbing  complications  will  occur. 

Obviously,  this  dressing  is  contraindicated 
in  specific  sensitivity  to  adhesive  plaster ; the 
hypersensitive  skin  requires  more  frequent 
changes  of  dressing.  The  use  of  this  dressing 
is  also  contraindicated  in  the  presence  of 
acute  bacterial  contamination  of  the  ulcer 
and  in  intercurrent  skin  infection  of  the  leg 
or  foot. 

Following  firm  healing  of  the  ulcer,  the 
patient  is  supplied  with  substantial  elastic 


58 


Texas  State  Journal  of  Medicine 


hosiery.  He  is  directed  to  adopt  daily  me- 
ticulous skin  care  of  the  leg,  foot,  and  inter- 
digital areas.  Incidental  abrasions  should  re- 
ceive early  appropriate  attention,  and  the 
appearance  of  possible  ulcer  recurrence  de- 
mands an  immediate  return  to  the  use  of  the 
occlusive  dressing. 
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Gout  Disguises  Self  in  Various  Symptomatic  Forms 

Gout  accounts  for  about  5 percent  of  all  rheumatic  diseases  in 
the  United  States,  reports  the  September  issue  of  Industrial  Medicine 
and  Surgery.  Injury  can  cause  an  acute  attack  of  gout  in  any  joint, 
including  the  elbow,  hand,  or  even  the  back.  According  to  Dr.  Dean 
F.  Werner  of  North  Kansas  City,  Mo.,  many  patients  with  gout  go 
for  15  years  or  more  before  they  are  diagnosed.  This  metabolic 
disorder  may  exhibit  elevated  blood  levels  of  uric  acid,  but  no  systemic 
reactions  may  appear  for  many  years. 

The  patient  often  attributes  his  painful  condition  to  some  injury 
such  as  contusion,  sprain,  synovitis,  bursitis,  or  cellulitis.  Gout  can 
mimic  all  of  these  conditions.  A joint  does  not  have  to  be  red,  hot, 
and  swollen  to  be  diagnosed  as  gout. 

A painful  back  may  be  due  to  gout.  Aspirin  taken  as  a pain 
reliever  may  worsen  the  condition  in  that  aspirin  promotes  the 
urinary  excretion  of  uric  acid. 

In  a recent  series  of  4,000  industrial  “injuries,”  gout  was  diag- 
nosed in  20  persons  (.5  percent)  ; only  one  had  known  previously 
that  he  had  gout.  Gout  showed  up  six  times  in  the  foot,  five  times 
in  the  knee,  four  times  in  the  hand,  three  times  in  the  elbow,  and 
twice  in  the  back. 

There  are  now  specific  drugs  available  to  relieve  the  acute  and 
chronic  stages  of  gout.  A special  diet  also  is  helpful.  Organ  foods, 
such  as  liver,  kidney,  sweetbreads,  tongue,  and  brains,  as  well  as 
sardines  and  anchovies  should  be  avoided.  Alcohol,  particularly 
beer,  should  be  used  in  moderation  or  avoided  altogether. 
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Idiopathic  Edema 


r“  ” ■'I  IN  A RECENT  issue  of  the  Jour- 
cLiNicAL  MEDICINE  ndl  of  the  American  Medical  Asso- 

■ ciationd  a physician  asked  for  in- 
formation about  obscure  pedal 
edema  of  otherwise  healthy  appearing  per- 
sons, particularly  women.  He  had  eliminated 
cardiac,  renal,  and  hepatic  disorders  as  well 
as  localized  venous  and  lymphatic  obstruction 
as  causes  of  the  swelling.  The  consultant 
answering  the  question  suggested  that  gravi- 
tational (orthostatic)  edema  may  be  present 
in  these  persons.  However,  the  latter  occurs 
after  prolonged  immobility ; this  could  hardly 
have  been  the  cause  of  fluid  retention  in  a 
20-year-old  active  nurse  cited  by  the  ques- 
tioning physician.  Another  entity  of  obscure 
fluid  retention  recently  described  in  the  lit- 
erature may  fit  such  cases  much  better.  It 
has  received  the  vague  designation  of  “idio- 
pathic edema. ”2  In  contrast  to  gravitational 
fluid  accumulation,  this  condition  is  improved 
by  resting  and  aggravated  by  activity. 

This  disorder  was  first  described  by  Thorn 
and  associates^  and  was  originally  named 
“cyclic  edema  of  women.”  Luetscher  and  Lie- 
berman^  changed  the  name  to  “idiopathic 
edema  of  women”  since  the  disorder  was 
neither  truly  cyclic  nor  directly  connected 
with  the  menstrual  periods.  Later  on,  a few 
men  were  observed  who  seemed  to  suffer 
from  the  same  disturbance.^*  ^ Since  then  the 
disease  has  been  simply  called  “idiopathic 
edema.” 

Although  this  entity  seems  ill-defined  at 
this  time,  it  presents  a fairly  uniform  clini- 
cal picture  that  separates  it  from  various 
other  known  and  unknown  conditions  of  fluid 
accumulation.  The  following  case  of  idio- 
pathic edema  came  recently  under  my  care. 

Case  Report 

A 17-year-old  white  girl  was  seen  by  a number  of 
physicians  because  of  fluctuating  edema.  Her  face, 
fingers,  and  abdomen  intermittently  had  mild  swell- 


ing; her  lower  extremities  were  almost  constantly 
edematous.  In  times  of  fluid  retention,  the  patient 
gained  more  than  20  pounds  of  weight  within  a few 
days.  An  equal  amount  was  lost  at  other  times  with- 
out any  special  diet  or  medication.  The  fluid  dis- 
turbance had  begun  during  menarche  at  age  14.  The 
edema  was  worse  during  hot  weather  when  she 
drank  a lot  of  liquids  but  was  unable  to  perspire 
freely.  She  missed  her  menstrual  periods  frequent- 
ly; however  there  was  no  direct  correlation  between 
amenorrhea  and  water  retention.  During  the  time 
of  my  observation,  she  suffered  a severe  attack  of 
infectious  mononucleosis  which  confined  her  to  bed 
for  several  weeks.  During  this  illness,  she  lost  25 
pounds  and  remained  entirely  free  from  edema, 
which  did  not  reappear  until  she  became  ambulatory. 

As  long  as  the  patient  was  able  to  lose  the  exces- 
sive fluid,  she  was  asymptomatic;  during  times  of 
maximum  fluid  retention,  she  was  nervous,  irrita- 
ble, depressed,  and  complained  of  nausea,  anorexia, 
bloating,  fatigue,  muscle  weakness  and  fronto-occi- 
pital  headaches.  Physical  examination  showed  a 
slightly  obese  girl  with  mild  swelling  of  face  and 
hands  and  pitting  edema  of  legs.  Her  blood  pres- 
sure was  110/70,  her  pulse  76,  and  her  heart  and 
lungs  were  normal.  Liver,  spleen,  and  lymph  glands 
were  not  enlarged ; breasts  and  female  organs  were 
well  developed  and  appeared  to  be  healthy.  Neuro- 
muscular and  nervous  systems  revealed  nothing  un- 
usual. Numerous  laboratory  and  roentgenologic  ex- 
aminations were  performed  during  times  of  fluid 
loss  as  well  as  fluid  accumulation  (Table  1).  The 
results  were  not  significantly  different  during  the 
various  states  of  hydration.  All  tests  were  normal 
except  for  a low  pituitary  follicle-stimulating  hor- 
mone (FSH)  value.  The  excretion  of  a water  load 
was  delayed  only  in  the  upright  position.  The  latter 
defect  could  not  be  corrected  by  alcohol  intake  which 
excluded  excessive  secretion  of  antidiuretic  hormone 
as  the  cause  of  the  trouble. 

Various  forms  of  therapy  were  applied  to  curb 
the  fluid  accumulation.  Neither  restriction  of  sodi- 
um nor  administration  of  thyroid  extract  to  maxi- 
mum tolerance  had  any  influence  on  the  water  bal- 
ance. Cyclic  administration  of  female  hormones  to 
induce  regularity  of  menstruation  improved  the  pa- 
tient’s mental  attitude  but  had  little  effect  on  the 
fluid  regulation.  Complete  bed  rest  gave  remarkable 
relief.  Oral  sulfonamide  diuretics  alone  or  in  com- 
bination with  Aldactone  reduced  the  edema  well. 
However,  injections  of  mercurial  diuretics  elimi- 
nated the  excess  fluid  even  better;  this  parenteral 
form  of  treatment  was  preferred  by  the  patient  to 
any  other  form  of  therapy. 
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Edema  of  obscure  origin  demands  clarifica- 
tion, but  a uniform  clinical  picture  is  appar- 
ent. The  author  discusses  this  peculiar  entity, 
describes  a case,  and  differential  diagnosis. 


Comment 

The  differential  diagnosis  of  fluid  reten- 
tion represents  a challenge  to  the  clinician 
who  must  consider  a great  variety  of  dis- 
eases which  could  sometimes  be  associated 
with  edema  (Table  2).  After  exclusion  of 
all  these  known  entities,  there  remains  a 
group  of  edematous  patients  in  whom  the 
etiology  is  obscure.  It  seems  strange  that 
physicians  are  familiar  with  “essential  hy- 
pertension,” “primary  heart  disease,”  and 
“idiopathic  thrombocytopenia,”  but  they  are 
reluctant  to  accept  the  concept  of  “edema  of 
unknown  origin.”  This  designation  is  proba- 
bly a wastebasket  for  several  different  patho- 
logic conditions ; however  a large  number  of 
persons  with  obscure  generalized  edema  can 
be  grouped  because  they  present  a similar 
clinical  picture.  Although  the  cases  resemble 
each  other,  the  fundamental  defect  of  water 
metabolism  may  not  be  identical  in  all  cases. 
Almost  all  patients  are  women  in  the  men- 
struating age  or  in  the  beginning  of  the  men- 
opause. They  have  periods  of  severe  fluid 
retention  alternating  with  periods  of  fluid 
losses.  These  changes  are  responsible  for 
great  fluctuations  of  body  weight.  There  is 
no  direct  correlation  with  the  menstrual  cycle 
although  dysfunctional  menstrual  irregulari- 
ties commonly  are  present.  Upright  posture 
aggravates  swelling  while  recumbency  pro- 
motes elimination  of  fluids.  The  disease  oc- 
curs predominantly  in  psychoneurotic,  psy- 
chotic, or  emotionally  unstable  individuals. 
They  suffer  from  fatigue,  weakness,  anxiety, 
irritability,  depression,  and  tension  head- 
aches during  the  time  of  fluid  accumulation. 
The  patients  believe  that  the  waterlogging  is 
the  cause  of  their  symptoms.  However  it  is 
conceivable  that  overactivity  caused  by  anx- 
iety, restlessness,  and  mania  may  prevent 
them  from  lying  down  long  enough  to  ex- 
crete their  fluid  properly.  Idiopathic  edema 
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is  nearly  always  a self-limited  disorder,  but 
it  may  last  just  a few  months  or  as  long  as 
25  years.  The  prognosis  is  almost  invariably 
good.  Only  one  case  has  been  reported  in 
which  an  extreme  fluid  shift  from  the  vascu- 
lar to  the  interstitial  compartment  had  re- 
sulted in  collapse  and  death.® 

Idiopathic  edema  is  under  intensive  study 
at  this  time.  Some  observers  believe  that  it 
is  caused  by  an  abnormal  function  of  sex 
hormones.'^  Others  have  brought  evidence 
that  the  salt  and  water  regulating  mechan- 
ism is  at  fault  by  demonstrating  excessive 
production  of  aldosterone  or  antidiuretic  hor- 
mone (ADH).2  An  abnormal  capillary  per- 
meability for  water,  electrolytes,  and  protein 
has  been  demonstrated  by  other  investiga- 
tions.® Recently  an  author  has  shovm  a pri- 
mary defect  of  cardiac  function  by  means  of 
cardiac  catheterization  despite  a complete 
absence  of  any  clinical  evidence  of  cardio- 
vascular disease.'’  Finally,  some  experts  be- 
lieve that  idiopathic  edema  is  primarily  a 
hypothalamic-pituitary  disturbance  associ- 
ated with  neuroses  and  psychoses ; they  rec- 
ommend psychiatric  treatment.’® 

Some  elucidation  of  this  obscure  condition 
will  probably  be  forthcoming  soon.  In  the 
meantime,  practicing  physicians  should  ac- 
quaint themselves  with  this  entity  so  they 
may  be  able  to  evaluate  their  edematous  pa- 
tients more  correctly. 

Summary 

Modern  advances  in  the  study  of  abnormal 
fluid  retention  have  led  to  the  discovery  of  a 
group  of  patients  who  do  not  fit  into  the  pre- 
viously established  classification  of  edema. 
They  suffer  from  “edema  of  obscure  origin.” 
The  largest  number  of  these  patients  belongs 
to  a characteristic  clinical  entity  designated 
as  “idiopathic  edema.”  Let  us  hope  that  a 
clarification  of  the  pathogenesis  of  this  pe- 
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culiar  disorder  will  soon  be  obtained  so  that 
it  may  be  possible  to  find  a more  specific 
name  as  well  as  a better  therapy  for  this 

Table  1. — Laboratory  Data. 

A.  All  examinations  were  normal  for  x-ray  of  the 
skull,  chest,  bones  (for  bone  disease  and  bone 
age),  intravenous  and  retrograde  pyelography, 
and  gastrointestinal  x-ray  including  small  and 
large  bowel  studies. 

B.  Phenolsulfonphthalein  test  (PSP)  (lying  down) 

15  min.=20%;  1 hour=52%;  2 hours=79%. 
PSP  (standing)  15  min. =3%;  1 hour=38%; 
2 hours=45%. 

Water  loading  test  (1,000  cc.)  — 

Total  excretion  after  4 hours:  supine  1,070  cc. 

upright  270  cc. 
upright  after  1 ounce  of  ethanol  350  cc. 
Serum  creatinine — 0.4  mg./ 100  cc. 

Blood  urea  nitrogen  (BUN) — 10  mg./lOO  cc. 
Creatinine  clearance — 88  cc./min. 

Serum  cholesterol — 236  mg./ 100  cc. 

Carbon  dioxide,  24  mEq./liter;  chloride,  103 
mEq./liter;  sodium,  136-143  mEq./liter. 
Potassium — 3. 8-4. 2 mEq./liter. 

Urinary  sodium — 15-80  mEq./liter. 

Serum  total  protein — 7.6  gm./lOO  cc. ; albumin  4.2 
gm./lOO  cc. ; globulin  3.4  gm./lOO  cc. 

VDRL — negative. 

Fishberg  concentration  test — maximum  sp.  gr. 
1.024. 

Protein-bound  iodine  (PBP^b — 3.8  qg.  — 4.5  qg./ 
100  cc. 

T3— 30%,  33%. 

Radioiodine  uptake — 25-28%. 

Alkaline  phosphatase — 4 Bodansky  units. 

Serum  glutamic  oxaloacetic  transaminase — 
(SCOT) — 22  units. 

Bromsulphalein  test  (BSP) — 4%. 

Thymol — 4 units. 

Prothrombin  time,  13  seconds — 100%. 

Buccal  smear  for  sex  chromatin:  female. 

3 Lupus  erythematosus  (LE)  cell  tests  in  blood 
and  bone  marrow — negative. 

C-Reactive  protein — negative. 

Electrophoresis — albumin  4.3  mg./ 100  cc. ; alphai 
=0.27;  alpha2=0.71;  beta=0.69; 
gamma  = 1.28. 

Complete  blood  count  (CBC) — hematocrit  40,  39, 
42  volumes  % ; hemoglobin  13.1,  13.3,  12.8  gm./ 
100  cc.;  white  cells  6,000-8,500  cu.  mm.;  differ- 
ential, normal. 

Basal  temperature — flat,  no  premenstrual  eleva- 
tion. 

Severe  ferning  of  various  vaginal  smears. 
Vaginal  smear  stained — progesterone  deficient. 
Urinary  17-ketosteroids — 8.2,  7.5,  10.0  mg./24 
hours. 

Urinary  17-hy droxycorticoids — 6.2  and  9.3 
mg./24  hours. 

Estrone — 10  qg. 

Estradiol — 6 qg. 

Estriol — 38  qg./24  hours  (normal). 

Pregnanediol — 1.3  mg./24  hours. 

FSH — under  6 mouse  uterine  units  (normal  over 
6 and  under  50)  per  24  hours,  low. 

Urinary  aldosterone — 22,  28,  32  qg./24  hours 
(normal  4-32). 


condition.  It  will  be  necessary  for  every 
practicing  physician  to  familiarize  himself 
with  this  newly  described  disorder  of  fluid 
metabolism. 

Table  2. — Diffe^'ential  Diagnosis  of 
Generalized  Edema. 

1.  Cardiovascular  diseases. 

2.  Renal  diseases. 

3.  Hepatic  diseases. 

4.  Nutritional  diseases  (starvation,  malabsorption, 
beri  beri,  sprue,  kwashiorkor). 

5.  Metabolic  diseases  (water  and  electrolyte  dis- 
turbances, periodic  diseases,  obesity,  amyloidosis, 
carcinoid,  hypoproteinemias,  hypoalbuminemia, 
dysproteinemias) . 

6.  Endocrine  diseases:  hypothyroidism,  hyperthy- 
roidism, diabetes  mellitus,  Cushing’s  disease,  Ad- 
dison’s disease,  acromegaly,  hyperaldosteronism, 
ovarial  diseases,  pituitary  insufficiency,  preg- 
nancy. 

7.  Iatrogenic  edema 

a.  Hormones:  adrenocorticotropic  hormone 
(ACTH),  cortisone,  desoxycorticosterone, 
posterior  pituitary  extract,  estrogens, 
androgens,  progesterone,  insulin. 

b.  Drugs:  salicylates,  Butazolidin,  other  anti- 
arthritics. 

8.  Intoxications:  arsenic,  argemone  oil  poisoning 
(epidemic  dropsy®). 

9.  Neurologic  diseases  and  procedures:  Parkinson’s 
disease,  alcoholic  polyneuritis,  subacute  combined 
sclerosis,  sympathectomy,  transection  of  the  cord, 
etc. 

10.  Collagen  diseases:  Lupus  erythematosus,  sclero- 
derma, scleredema,  rheumatoid  arthritis,  derma- 
tomyositis,  vasculitis,  Raynaud’s  disease. 

11.  Lymphomas,  leukemias,  myeloma,  severe  anemias, 
etc. 

12.  Worm  infestations:  hookworm,  trichinosis,  clo- 
norchiasis,  fasciolopsiasis,  etc. 

13.  Infectious  diseases:  plague,  malaria,  relapsing 
fever,  Chagas’  disease,  African  trypanosomiasis. 

14.  Widespread  malignancies. 
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Vaginal  aplasia  usually  is  correctable  by 
surgery;  there  are  several  acceptable  tech- 
niques. First,  the  physician  should  make  a 
thorough  evaluation  of  the  patient's  geni- 
tourinary system  and  a careful  search  for 
other  congenital  anomalies.  The  author  re- 
ports success  in  95  percent  of  his  cases. 


r*  IN  JUNE,  1947,^  I reported  76 

CLINICAL  MEDICINE  casos  of  congeiiital  absence  of  the 

■ vagina  and  described  a satisfac- 
tory surgical  treatment  for  the 
condition.  The  following  year  I reported  on 
100  cases,-  reviewing  the  various  types  of 
surgical  procedures  that  had  been  utilized  in 
this  country  and  in  Europe.  This  article 
offers  some  reflections  on  the  surgical 
treatment  of  about  150  patients  with  this 
anomaly. 

The  treatment  of  congenital  absence  of 
the  vagina  constitutes  an  interesting  chapter 
in  gynecology.  Like  the  treatment  of  other 
anomalies,  it  has  gone  through  many  changes 
with  successes  and  failures,  and  ultimately 
a method  of  correction  has  evolved  which  is 
simple,  easy,  attended  by  low  mortality  and 
morbidity  rates,  and  produces  a high  per- 
centage of  good  results.  There  will  always 
be  some  poor  results  and  even  failures  in 
the  management  of  any  congenital  anomaly 
because  of  the  defective  quality  of  the  tis- 
sues with  which  the  surgeon  must  work,  and 
in  what  region  of  the  body  this  anomaly  hap- 
pens to  be  located.  The  instance  of  congen- 
ital absence  of  the  vagina  is  not  known,  but 
the ' increasing  number  of  reported  cases 
causes  one  to  believe  that  the  incidence  is 
much  higher  than  was  originally  considered. 
EngstadU  estimated  that  vaginal  aplasia  oc- 
curred once  in  5,000  births,  but  Owens^  re- 
ported that  only  6 cases  were  encountered 
in  more  than  500,000  admissions  of  women 
to  the  Charity  Hospital  in  New  Orleans 


where  one-fourth  of  the  women  admitted 
were  obstetric  or  gynecologic  patients. 

We  ought  to  reflect  a little  on  the  embry- 
ologic  aspects  of  this  situation.  It  has  al- 
ways been  confusing,  but  I have  tried  to 
work  out  a presentation  that  can  give  a fair 
idea  of  what  takes  place  or  why  the  normal 
process  did  not  take  place.  We  know  there 
is  much  controversy  among  embryologists 
concerning  the  development  of  the  vagina. 
Various  theories  attribute  partial  to  total 
development  from  the  miillerian  ducts,  the 
Wolffian  ducts,  and  the  urogenital  sinus.  The 
real  crux  of  the  situation  is  simply  this: 
As  the  embryo  develops  from  8 mm.  to  200 
mm.,  the  miillerian  ducts  become  fused  so  that 
the  lower  margins  form  the  uterus  and  the 
vaginal  canal.  I shall  not  go  into  details 
about  how  this  takes  place,  since  the  infor- 
mation is  available  in  the  literature.  What 
seems  to  be  defective  in  these  people  is  the 
failure  of  the  miillerian  ducts  in  the  upper 
portion  of  the  vagina  to  differentiate  into  a 
uterus  and  cervix  and  to  form  the  upper 
portion  of  the  vaginal  canal.  The  lower  part 
of  the  vaginal  canal  is  formed  from  the  uro- 
genital sinus,  from  which  portions  of  the 
rectum,  anus,  and  bladder  are  differentiated. 
The  fact  that  the  lower  two-thirds  of  the 
vagina  seems  to  be  formed  from  the  uro- 
genital sinus  certainly  explains  why  in  some 
instances  a vaginal  canal  can  be  formed 
merely  by  opening  up  the  so-called  vaginal 
tract  and  maintaining  it  that  way  for  a 
while.  If  one  wants  to  know  more  about  the 
development  or  the  embryological  phases,  I 
can  refer  him  to  Naegel,^  who  set  forth  his 
ideas  in  1891. 


Urinary  Tract  Defects 

When  dealing  with  this  anomaly,  we  must 
keep  in  mind  that  there  may  be  congenital 
defects  of  the  urinary  tract.  1 have  found 
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that  about  15  percent  will  have  such  an  anom- 
aly. One  kidney  and  ureter  may  be  entirely 
missing  whereas  the  other  may  be  normal  in 
location  and  function.  There  may  be  one 
kidney  in  the  normal  location  while  the  op- 
posite kidney  is  low  in  the  pelvis.  In  this 
situation,  if  one  intends  to  construct  an  arti- 
ficial vagina,  the  pelvic  kidney  must  first  be 
removed  because  its  location  predisposes  it 
to  injury.  In  removing  a pelvic  kidney,  re- 
member that  its  blood  supply  is  entirely  dif- 
ferent to  that  of  a normal  kidney,  for  it  has 
large  blood  vessels  entering  either  pole  as 
well  as  the  hilus. 

Another  possibility  is  that  the  patient  may 
have  a solitary  kidney  located  in  the  pelvis. 
In  that  case,  an  artificial  vagina  should  not 
be  considered.  Some  of  these  patients  also 
have  horseshoe  kidneys  that  are  fused  in 
front  of  the  spine.  This  may  require  sepa- 
ration of  the  isthmus  and  pulling  the  kid- 
neys laterally  to  promote  better  drainage. 
If  a patient  has  one  congenital  anomaly, 
such  as  absence  of  the  vagina,  one  had  better 
look  carefully  for  congenital  defects  in  other 
parts  of  the  body. 

For  that  reason,  one  should  make  certain 
whether  there  is  any  type  of  uterine  body, 
or  a tube  connected  to  a uterine  body,  that 
might  be  subject  to  bleeding  at  periodic  men- 
strual times.  If  a partial  uterine  body  with 
no  connection  to  the  cervix  is  present  the 
patient  may  bleed  from  this  nubbin  if  it  has 
a tube  connected  with  it,  and  the  blood  will 
flow  into  the  peritoneal  cavity  and  cause  en- 
dometriosis on  the  affected  side.  Also,  one 
should  always  look  for  a blind  vagina  or  a 
duplicated  vagina.  In  every  one  of  these  pa- 
tients, a thorough  investigation  of  the  geni- 
tourinary tract  is  essential  before  any  surgi- 
cal procedure  is  even  discussed. 

Corrective  Procedures 

The  history  of  the  various  surgical  pro- 
cedures that  have  been  attempted  to  correct 
this  anomaly  is  familiar  to  you,  but  I shall 
briefly  review  various  principles.  Among 
the  first  of  these  procedures  were  rectal 
transplants;  then  ileal  transplants,  labial 
grafts,  and  finally  pedicle  grafts  from  the 
thigh,  then  free  Thiersch  skin  grafts.  A 
small  vagina  has  been  produced  by  simple 
pressure,  as  was  described  by  Frank®  several 
years  ago.  Before  the  advent  of  the  wonder 


drugs  the  use  of  either  rectum  or  small  bowel 
for  the  construction  of  a vagina  was  often 
followed  by  bad  results  or  even  death  from 
peritonitis.  Therefore,  simple  procedures 
which  carried  less  risk  came  into  use.  Now, 
however,  antibiotics  permit  the  use  of  in- 
testinal grafts  without  too  great  a risk,  but 
I prefer  to  reserve  that  method  for  patients 
in  whom  Thiersch  grafts  have  failed.  Sec- 
ondary skin  grafts  are  most  difficult  and 
therefore  arrangements  should  be  made  to 
use  either  the  sigmoid  or  a loop  of  ileum 
for  reconstruction. 

Until  they  anticipate  marriage  these  pa- 
tients should  never  be  subjected  to  surgical 
construction  of  a vagina  because  the  only 
function  it  can  have  is  for  sexual  satisfac- 
tion. The  patient  can  never  reproduce,  and 
this  should  be  understood  by  the  prospective 
mate  and  the  respective  families.  I believe 
the  age  at  which  surgery  should  be  done  is 
between  20  and  25  years. 


Construction  with  Split  Skin  Graft 

The  method  we  have  found  most  satisfac- 
tory for  constructing  a vagina  involves  two 
teams.  The  plastic  surgeon  usually  cuts  the 
skin  graft  first,  either  from  the  thigh  or 
the  abdomen  (Fig.  1).  While  he  is  preparing 


Fig.  1.  Typical  skin  graft  to  be  applied  on  plastic  mold. 


the  skin  graft  over  the  mold,  we  open  the 
vaginal  tract.  A plastic  surgeon  always  cuts 
the  skin  graft  because  he  can  do  the  best 
job,  and  these  situations  require  meticulous 
care  to  reduce  the  possibility  of  failure.  A 
Foley  catheter  is  placed  in  the  bladder  as  an 
initial  step.  Then,  palpation  of  the  area  be- 
tween the  perineum  and  the  urethra  will  lo- 
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calize  a spot  of  tissue  which  seems  to  be 
stretched  over  a hollow  opening.  At  this 
point  a transverse  incision  should  be  made 
to  open  the  tract.  There  is  about  1.5  cm.  of 
rigid  tissue  over  the  perineal  body,  and  a 
pointed  straight  hemostat  can  be  carefully 
inserted  into  the  space  that  is  to  be  opened 
between  the  bladder  and  the  rectum  (Fig. 
2).  This  is  then  dilated  with  the  finger,  and 


Fig.  2.  Point  where  vaginal  incision  is  to  be  made. 


palpation  is  continued  for  that  seeming  open 
space  which  lies  just  beyond  the  finger.  Rib- 
bon retractors  are  then  placed  in  the  open- 
ing as  it  exists;  the  bladder  is  elevated  and 
the  rectum  retracted  until  the  reflection  of 
the  peritoneum  is  encountered.  At  this  point 
the  peritoneum  is  adherent  to  where  the 
uterus  should  be  located,  and  it  is  lightly  at- 
tached to  the  rectosigmoid.  More  depth  can 
be  added  to  the  vagina  by  elevating  the  peri- 
toneum from  the  reflection  in  the  pelvis  and 
from  the  rectosigmoid.  A mistake  is  often 
made  by  trying  to  make  this  space  entirely 
too  large;  by  so  doing  one  opens  the  veins 
and  branches  of  the  cervical  arteries  as  they 
come  down  to  supply  the  vagina.  Bleeding 
is  one  of  the  greatest  hazards  in  this  opera- 
tion because  a blood  clot  will  prevent  a skin 
graft  from  adhering  to  the  fascia  in  the 
pelvis.  This  being  so,  it  is  necessary  that 
the  operation  be  as  nearly  bloodless  as  pos- 
sible, and  that  all  bleeding  points  be  con- 
trolled by  fine  silk  or  catgut  suture.  Con- 
siderable venous  bleeding  may  be  encoun- 
tered from  the  rectal  wall  near  the  perineum. 


This  should  be  carefully  guarded  against  and 
must  be  controlled  by  fine  suture  material. 
The  vagina  should  then  be  packed  with  gauze 
to  be  used  for  pressure  for  a few  minutes, 
and  also  to  help  elevate  the  peritoneum  from 
the  pelvic  cavity.  After  the  skin  has  been 
carefully  placed  on  the  polyethylene  tube 
(Fig.  3),  it  is  moistened  in  sterile  water  or 


Fig.  3.  Polyethylene  tube  covered  by  skin  graft. 


saline  and  then  inserted  into  the  new  vagi- 
nal tract.  After  this  a finger  should  be  placed 
in  the  rectum  to  adjust  the  rectal  wall  to  the 
skin-covered  mold.  The  vagina  is  then  closed 
by  suturing  the  hymenal  margins  together. 
Only  a small  space  is  left  just  beneath  the 
urethra  for  drainage  of  serum.  A catheter 
is  left  in  the  bladder.  On  the  second  day  the 
catheter  can  be  removed  and  the  patient  may 
get  out  of  bed,  and  on  the  fifth  day  she  may 
go  home.  After  two  weeks,  the  vaginal  site 
is  opened  and  the  mold  removed.  The  new 
tract  is  then  thoroughly  lavaged  with  saline 
and  a new  mold  is  inserted.  This  is  to  be 
worn  as  long  as  is  required,  usually  about 
two  months.  The  mold  can  be  removed  if 
the  patient  is  married,  and  further  dilata- 
tion with  the  artificial  stint  will  not  be  re- 
quired. 

Reconstructing  the  Artificial  Vagina 

When  an  artificial  vagina  must  be  recon- 
structed, it  is  necessary  to  carefully  open  the 
old  scarred,  contracted  tract  and  excise  all 
of  the  old  skin  transplant  (skin  gi-aft)  that 
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we  can  find.  If  it  is  impossible  to  separate 
it  from  the  bladder  and  the  rectum,  it  should 
be  left  there.  The  abdomen  is  opened,  and  a 
decision  is  then  made  whether  a loop  of  ileum 
should  be  utilized  as  in  the  Baldwin  princi- 
ple, or  whether  the  sigmoid  is  redundant 
enough  that  a segment  could  be  taken  from 
it  and  brought  down  into  the  new  vaginal 
tract,  or  whether  to  do  a second  skin  graft. 

The  Baldwin  operation  perhaps  carries 
less  risk  and  is  relatively  easy  to  perform. 
This  requires  a segment  of  bowel  about  12 
to  14  inches  long.  The  ileum  is  reestablished 
by  end-to-end  rather  than  by  side -to -side 
anastomosis.  An  umbilical  tape  is  placed 
through  the  dependent  part  of  the  loop  of 
the  ileum  and  brought  out  through  the  va- 
gina (Fig.  4).  An  assistant  pulls  the  bowel 


Fig.  4.  Baldwin  operation  utilizing  a loop  of  terminal 
ileum. 

down  into  the  position  of  the  vaginal  tract 
as  the  surgeon  adjusts  it  from  above.  Be- 
fore doing  this,  I have  found  it  advisable  to 
convert  this  loop  into  one  tube  such  as  one 
would  do  by  an  entero- anastomosis.  This 
eliminates  the  possibility  of  injuring  the 
blood  supply  in  the  mesentery  to  the  bowel 
which  is  placed  in  the  vagina.  The  loop  is 
finally  opened  at  the  introitus  and  the  mar- 
gins sutured  to  the  hymenal  area.  I pack 
this  loop  lightly  with  gauze  for  about  24 
hours. 

Some  surgeons  object  to  using  the  ileum 
because  of  the  amount  of  mucus  or  fluids 
that  it  secretes.  In  that  case  it  might  be 
wise  to  use  the  sigmoid.  After  a 6-inch  seg- 
ment of  sigmoid  is  divided  the  proximal  end 


Fig.  5.  Single  barrel  section  of  sigmoid  colon  used  for 
vagina.  Intestinal  continuity  is  reestablished  by  end-to- 
end  anastomosis. 


is  closed  and  the  sigmoid  is  reconstructed 
by  end-to-end  anastomosis  (Fig.  5).  A poly- 
ethylene mold  is  placed  in  the  segment  of 
sigmoid  that  is  to  be  used  as  the  vagina,  and 
this  holds  it  in  position.  It  is  then  brought 
down  and  placed  into  the  vaginal  tract  and 
sutured  to  the  hymenal  margins.  This  pro- 
cedure has  proved  satisfactory. 

If  all  the  scar  tissue  from  the  old  vaginal 
tract  has  been  successfully  excised,  a new 
polyethylene  stint  (or  one  made  from  sponge 
rubber  covered  with  a condom)  and  a new 
split  Thiersch  graft  (Fig.  6)  can  be  placed 


Fig.  6.  Sponge  rubber  mold  covered  with  condom  and  skin 
graft. 


into  the  vagina.  The  upper  end  of  the  vagina 
is  opened  on  the  peritoneal  side,  and  the  new 
stint  is  extended  into  the  peritoneal  cavity. 
This  adds  depth  to  the  vagina  and  reduces 
the  likelihood  of  further  contraction. 
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These  latter  procedures,  of  course,  are  re- 
served for  cases  in  which  the  first  opera- 
tion failed  for  one  reason  or  another. 

In  our  work  with  the  split  Thiersch  skin 
graft,  95  percent  of  our  operations  have 
been  successful,  and  the  failures  have  been 
treated  by  the  methods  described. 
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Prostatic  Cancer  Less  Serious 
In  Older  than  in  Younger  Men 

Cancer  of  the  prostate  in  older  men  is  less  serious  than  in 
younger  men,  reports  Dr.  Stanley  E.  Rosenberg  of  New  York  City  in 
the  Journal  of  the  American  Geriatrics  Society.  The  average  incidence 
of  carcinoma  of  the  prostate  is  approximately  20.3  percent  in  men 
past  50  and  accounts  for  only  1.4  percent  of  deaths  in  this  age  group. 
This  means  that  93  out  of  100  men  with  prostatic  cancer  will  not 
die  of  the  disease. 

Prostatic  cancer  has  a tendency  to  remain  latent  for  many 
years,  more  so  than  other  tumors.  In  a review  of  500  autopsy  cases 
the  disease  was  latent  in  more  than  60  percent  and  had  no  apparent 
effect  on  life  expectancy.  The  tendency  toward  lack  of  symptoms 
and  latency  increases  with  age.  Dr.  Rosenberg  found  that  the  disease 
was  fatal  in  58  percent  of  all  younger  patients  (56-60  years),  but  in 
31  percent  of  the  81-85  age  group.  The  mortality  rate  fell  to  17 
percent  for  men  in  their  90’s. 

Once  the  disease  causes  symptoms  and  is  no  longer  latent,  the 
course  is  usually  rapidly  downhill — if  untreated.  With  modern  treat- 
ment, consisting  of  estrogens  and  orchiectomy  plus  possible  radio- 
therapy and  steroids,  three  to  five  year  survival  rates  of  60  to  65 
percent  have  been  reported.  Radical  prostatic  surgery  will  be  used 
as  long  as  all  cases  cannot  be  controlled  with  sex  hormones.  Radical 
surgery  seems  to  help  patients  under  70  years  of  age  who  are  other- 
wise in  excellent  health.  “The  tendency  of  the  disease  to  remain 
relatively  more  latent  in  older  men  seems  to  make  the  additional 
risk  of  radical  surgery  unnecessary  in  many  of  these  cases,”  says 
Dr.  Rosenberg.  “For  older  patients,  especially  if  their  tumors  are 
asymptomatic,  we  can  offer  reassurance  that  in  all  likelihood  the 
disease  will  be  less  active  than  in  younger  men,  and  that  there  is 
more  hope  for  palliative  control.” 

An  additional  factor  in  palliative  therapy  is  the  consideration 
that  estrogen  administration  appears  to  improve  atherosclerosis.  This 
may  help  in  prolonging  the  lives  of  patients  being  treated  with  female 
sex  hormones. 

In  younger  men,  this  form  of  cancer  more  often  shows  a pattern 
of  true  malignancy.  With  a combination  of  radical  surgery  and 
hormone  treatment  a five-year  survival  rate  of  68  percent  and  a 
ten-year  survival  rate  of  52  percent  have  been  recorded  in  selected 
cases. 
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when  treatment 
might  precipitate 
a problem 
with  monilia 

especially  in 
diabetics  or 
debilitated 
patients 


and  in  patients  with  a history  of  fungal  overgrowth— during 
pregnancy— patients  on  steroids  who  require  antibiotics— the , 

elderly.  The  antimonilial  specificity  of  Nystatin  plus  the  extra  benefits  of 
DECLOMYCIN  Demethylchlortetracycline  allow  lower  mg  intake  per  dose 
per  day,  the  option  of  b.i.d.  dosage,  higher  activity  levels,  1-2  days’  “extra” 
activity. 

Side  Effects  typical  of  tetracyclines  include  glossitis,  stomatitis,  proctitis, 
nausea,  diarrhea,  vaginitis,  dermatitis,  overgrowth  of  nonsusceptible  or- 
ganisms, tooth  discoloration  (if  given  during  tooth  formation)  and  increased 
intracranial  pressure  (in  young  infants).  Also,  very  rarely,  anaphylactoid 
reaction.  Reduce  dosage  in  impaired  renal  function.  Because  of  reactions  to 
artificial  or  natural  sunlight  (even  from  short  exposure  and  at  low  dosage), 
patient  should  be  warned  to  avoid  direct  exposure.  Stop  drug  immediately  at 
the  first  sign  of  adverse  reaction.  It  should  not  be  taken  with  high  calcium 
drugs  or  food ; and  should  not  be  taken  less  than  one  hour  before,  or  two 
hours  after  meals. 

Average  Adult  Daily  Dosage:  four  divided  doses  of  1 capsule  each  or  two 
divided  doses  of  2 capsules. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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DECLOMYCIN"  Demethylchlortetracycline  HCl  150  mg 
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WHEN  MOTHER'S  IRON  ISN'T  UP  TO 

MOTHERHOOD 


IN  BRIEF;  ACTIONS  AND  USES:  A single  dose  of  Imferon  (iron  dextran  injection)  will 
measurably  begin  to  raise  hemoglobin  and  a complete  course  of  therapy  will  effectively 
rebuild  iron  reserves.  The  drug  is  indicated  only  for  specifically-diagnosed  cases  of  iron 
deficiency  anemia  and  then  only  when  oral  administration  of  iron  is  ineffective  or  imprac- 
tical. Such  iron  deficiency  anemia  may  include:  patients  in  the  last  trimester  of  preg- 
nancy; patients  with  gastrointestinal  disease  or  those  recovering  from  gastrointestinal 
surgery;  patients  with  chronic  bleeding  with  continual  and  extensive  iron  losses  not 
rapidly  replenishable  with  oral  iron;  patients  intolerant  of  blood  transfusion  as  a 
source  of  iron;  infants  with  hypochromic  anemia;  patients  who  cannot  be  relied 
upon  to  take  oral  iron. 

COMPOSITION:  Imferon  (iron  dextran  Injection)  is  a well-tolerated  solution  of  iron  dextran 
complex  providing  an  equivalent  of  50  mg.  of  elemental  iron  in  each  cc.  The  solution  con- 
tains 0.9%  sodium  chloride  and  has  a pH  of  5.2-6.0.  The  10  cc.  vial  contains  0.5%  phenol 
as  a preservative. 

ADMINISTRATION  AND  DOSAGE:  Dosage,  based  upon  body  weight  and  Gm.  Hb./lOO  cc. 
of  blood,  ranges  from  0.5  cc.  in  infants  to  5.0  cc.  in  adults,  daily,  every  other  day,  or 
weekly.  The  total  iron  requirement  for  the  individual  patient  is  readily  obtainable  from 
the  dosage  chart  in  the  package  Insert.  Deep  intramuscular  injection  in  the  upper  outer 
quadrant  of  the  buttock,  using  a Z-track  technique,  (with  displacement  of  the  skin 
laterally  prior  to  injection),  insures  absorption  and  will  help  avoid  staining  of  the  skin. 
A 2-inch  needle  is  recommended  for  the  adult  of  average  size. 


SIDE  EFFECTS:  Local  and  systemic  side  effects  are  few.  Staining  of  the  skin  may  occur. 
Excessive  dosage,  beyond  the  calculated  need,  may  cause  hemosiderosis.  Although 
allergic  or  anaphylactoid  reactions  are  not  common,  occasional  severe  reactions  have 
been  observed,  including  three  fatal  reactions  which  may  have  been  due  to  Imferon 
(iron  dextran  injection).  Urticaria,  arthralgia,  lymphadenopathy,  nausea,  headache, 
and  fever  have  occasionally  been  reported.  Initial  test  doses  of  0.5  cc.  are  advisable. 

PRECAUTIONS:  If  sensitivity  to  test  doses  is  manifested,  the  drug  should  not  be  given. 
Imferon  (Iron  dextran  injection)  must  be  administered  by  deep  intramuscular  injection 
only.  Inject  only  in  the  upper  outer  quadrant  of  the  buttock,  not  in  the  arm  or  other 
exposed  area. 

CONTRAINDICATIONS:  Imferon  (iron  dextran  injection)  is  contraindicated  in  patients 
sensitive  to  iron  dextran  complex.  Since  its  use  is  intended  for  the  treatment  of  iron 
deficiency  anemia  only,  it  is  contraindicated  in  other  anemias. 

CARCINOGENICITY  POTENTIAL:  Using  relatively  massive  doses,  Imferon  (iron  dextran 
injection)  has  been  shown  to  produce  sarcoma  in  rats,  mice  and  rabbits  and  possibly  in 
hamsters,  but  not  in  guinea  pigs.  The  risk  of  carcinogenesis,  if  any  in  man,  following 
recommended  therapy  with  Imferon  (iron  dextran  injection)  appears  to  be  extremely  small. 

SUPPLIED:  2 cc.  ampuls,  boxes  of  10;  5cc.  ampuls,  boxes  of  4;  10  cc.  multiple  dose  vials. 
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A WHITE  WOMAN,  age  78,  was  first 
admitted  to  the  Baptist  Memorial  Hos- 
pital on  Aug.  1,  1960.  She  weighed  195 
lb.  and  was  5 ft.  5 in.  tall.  The  patient 
complained  of  nausea,  vomiting,  asthenia, 
and  pain  in  the  right  lower  quadrant  of  the  abdo- 
men. She  had  no  fever.  The  vomitus  contained  bile 
but  no  blood,  and  the  vomiting  lasted  for  several 
days.  The  patient  had  lost  her  appetite,  had  been 
tired  for  several  months,  and  was  short  of  breath 
on  exertion.  Many  years  ago  she  had  jaundice  but 
did  not  know  what  caused  it.  Before  admission,  she 
had  been  treated  with  penicillin  and  Chloromycetin. 
Her  history  included  periodic  cough,  ankle  edema 
which  developed  when  she  was  on  her  feet  much, 
episodes  of  nausea  (sometimes  vomiting),  and  dis- 
comfort in  the  right  side  of  the  back  under  the  ribs. 
She  had  never  had  x-ray  studies  of  her  gallbladder. 
Her  weight  had  been  as  high  as  235  lb. 

The  physical  examination  revealed  no  abnormali- 
ties in  the  heart  or  lungs.  On  palpation  of  the  abdo- 
men, there  was  mild  tenderness  in  the  right  lower 
quadrant;  the  liver  was  felt  on  deep  inspiration  but 
seemed  smooth  and  harder  than  normal. 

A serological  test  for  syphilis  (VDRL)  was  non- 
reactive. Results  of  stool  series  examination  for  ova 
and  parasites  were  negative. 

Laboratory  studies  showed  the  following  values : 
hemoglobin,  14.6  gm.  per  100  ml.;  hematocrit,  45 
percent;  red  blood  cell  count  (RBC)  4,780,000;  white 
blood  cell  count  (WBC)  12,661,  with  68  percent  seg- 
mented neutrophils  and  32  percent  lymphocytes. 
There  was  no  albuminuria,  and  no  sugar  in  the 
urine.  Specific  gravity  was  1.011,  and  microscopic 
examination  of  the  urine  showed  20-25  pus  cells  per 
high  power  field.  Studies  of  the  gallbladder,  per- 
formed on  Aug.  3,  showed  no  abnormalities.  Barium 
studies  showed  a normal  esophagus,  a small  gastric 
diverticulum  in  the  gastroesophageal  area,  and  a 
normal  duodenum.  The  barium  had  reached  the 
transverse  colon  at  the  end  of  three  hours.  Barium 
enema  studies  the  next  day  showed  a few  small  di- 
verticula in  the  sigmoid  colon,  and  the  hepatic 
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flexure  was  low  and  appeared  to  be  depressed  by 
enlargement  of  the  liver.  There  were  normal  find- 
ings in  the  chest  film.  On  Aug.  2,  an  electrocardio- 
gram (EGG)  showed  first  degree  atrioventricular 
block  and  evidence  of  posterior  infarction,  probably 
posteroseptal,  and  of  indeterminate  age.  During  her 
hospital  stay,  the  patient  received  Thorazine,  Dar- 
von,  Seconal,  and  Metamine.  She  was  finally  dis- 
charged Aug.  5,  with  a diagnosis  of  acute  gastro- 
enterocolitis,  arteriosclerotic  heart  disease,  ventral 
hernia,  and  diverticulosis  of  the  sigmoid  colon. 

Her  second  admission  was  on  Feb.  14,  1961,  when 
she  had  epigastric  pain.  A diagnosis  of  epigastric 
hernia  just  above  the  umbilicus  was  made.  Results 
of  routine  laboratory  studies  on  admission  were  sim- 
ilar to  those  of  the  previous  admission,  although  the 
WBC  was  13,442  and  the  differential  count  showed 
segmented  neutrophils,  35  percent;  lymphocytes,  56 
percent;  monocytes,  2 percent;  and  eosinophils,  7 
percent.  The  urine  again  showed  no  sugar  or  albu- 
min. Specific  gravity  was  1.010,  and  there  were  1-2 
red  blood  cells  and  2-4  pus  cells.  The  hernia  was 
repaired  Feb.  15,  and  the  patient  was  discharged 
Feb.  20. 

Her  third  admission  was  on  July  30,  1963.  She 
had  a tender  abdominal  mass  which  had  been  pres- 
ent for  the  preceding  three  months.  She  also  noticed 
excessive  gas  with  flatulence  as  well  as  distention 
of  her  abdomen.  She  became  increasingly  consti- 
pated and  was  unable  to  pass  the  gas.  At  this  time, 
review  of  the  systems  revealed  that  she  had  a chron- 
ic kidney  infection  sometime  in  the  past.  She  had 
never  been  hypertensive,  was  not  diabetic,  and  had 
no  family  history  of  tumor.  On  physical  examina- 
tion, the  patient  appeared  anemic  and  chronically 
ill,  but  she  was  well  developed  and  well  nourished. 

Blood  pressure  was  160/78  mm.  of  mercury;  pulse 
rate,  96;  and  respirations  18  per  minute.  There  was 
no  peripheral  lymphadenopathy.  The  lungs  were 
clear.  The  heart  was  slightly  enlarged  with  a grade 
1 systolic  murmur.  The  abdominal  examination  re- 
vealed a huge  nodular  mass  that  was  considered  to 
be  liver,  and  extended  down  almost  to  the  iliac  crest. 
The  spleen  was  not  enlarged.  The  kidneys  were  not 
palpable.  Results  of  pelvic  and  rectal  examinations 
were  within  normal  limits. 

Laboratory  studies  on  admission  disclosed  the  fol- 
lowing values:  urine  reaction  for  albumin,  4-f ; spe- 
cific gravity,  1.006;  sugar,  negative;  pus  cells,  20-30 
per  high  power  field.  RBC,  5,470,000;  hemoglobin, 
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A woman,  82,  died  of  liver  failure  16  months 
after  the  organ  became  tender,  nodular,  and 
progressively  enlarged.  X-rays  showed  hepa- 
tomegaly but  no  other  significant  abnormali- 
ties. Pyuria  and  albuminuria  were  present 
and  the  alkaline  phosphatase  level  was 
elevated.  There  was  no  evidence  of  multiple 
myeloma,  kidney  disease,  or  malignancy. 


16.0  grn.  per  100  ml.;  hematocrit,  49.5  percent;  WBC, 
16,875,  with  1 percent  stabs,  60  percent  segmented 
neutrophils,  34  percent  lymphocytes,  4 percent  mon- 
ocytes, and  1 percent  eosinophils.  Prothrombin  time 
was  86  percent;  hromsulphalein  retention  was  47 
percent  in  45  minutes. 

A roentgenogram  of  the  chest  on  July  30  showed 
discoid  atelectasis  in  the  middle  lobe  of  the  right 
lung;  there  was  no  evidence  of  active  pulmonary 
disease.  An  ECG  showed  a sinus  rhythm  with  1- 
degree  atrioventricular  block,  and  posterior  myo- 
cardial infarction  (not  recent)  with  lateral  wall 
ischemia. 

Barium  enema  examination  on  July  31  again 
showed  numerous  diverticula  in  the  sigmoid  area 
with  no  intraluminal  mass.  On  the  same  day,  an 
intravenous  urogram  showed  no  abnormalities,  but 
an  incidental  finding  was  that  the  liver  appeared 
to  be  enlarged  and  extended  to  within  one  or  two 
fingerbreadths  of  the  crest  of  the  ilium. 

On  Aug.  1,  serum  glutamic  oxaloacetic  trans- 
aminase (SCOT)  was  35  units  and  serum  glutamic 
pyruvic  transaminase  (SGPT)  was  13  units.  Total 
serum  bilirubin  was  0.8  mg.  per  100  ml.  with  0.3 
mg.  direct  and  0.5  mg.  indirect.  The  VDRL  was 
nonreactive. 

The  esophagus  and  stomach  appeared  to  be  nor- 
mal on  roentgenograms  made  Aug.  1.  There  was 
displacement  of  the  duodenal  bulb  and  the  descend- 
ing duodenum  by  the  huge  mass  in  the  right  upper 
quadrant,  but  no  evidence  of  an  intrinsic  lesion. 
The  duodenal  bulb  filled  well  and  showed  no  ulcera- 
tion or  deformity. 

The  patient  left  the  hospital  on  Aug.  2. 

On  the  fourth  admission,  Aug.  18,  the  history  was 
about  the  same  as  it  had  been  on  the  third  admis- 
sion, and  results  of  the  physical  examination  were 
the  same. 

Values  determined  in  urinalysis  on  Aug.  18  were: 
albumin,  2-f ; specific  gravity,  1.003;  sugar,  nega- 
tive; pus  cells,  12-15  per  high  power  field.  Com- 
plete blood  count  showed  RBC,  5,380,000;  hemo- 
globin, 16.3  gm.  per  100  ml. ; hematocrit,  50  per- 
cent; WBC,  12,655,  with  47  percent  segmented  neu- 
trophils, 49  percent  lymphocytes,  2 percent  mono- 
cytes, and  2 percent  eosinophils.  The  VDRL  was 
nonreactive. 

On  Aug.  19,  exploratory  surgei'y  was  performed 
and  a wedge-shaped  excisional  biopsy  of  the  liver 
was  made.  The  patient  had  some  fever  immediately 
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after  surgery,  but  her  temperature  slowly  returned 
to  normal. 

Results  of  a test  for  Bence  Jones  protein,  per- 
formed on  Aug.  22,  were  negative.  On  the  same 
day,  survey  films  of  the  skull,  spine,  and  pelvis 
showed  diffuse  osteoporosis  (in  keeping  with  the 
patient’s  age)  throughout  the  skeletal  structures. 
No  localized  areas  of  destruction  were  seen.  The 
spine  showed  some  changes  characteristic  of  osteo- 
arthritis, and  there  was  a slight  degree  of  compres- 
sion of  the  body  of  the  fourth  lumbar  vertebra.  The 
liver  still  seemed  enlarged  and  was  slightly  irregu- 
lar, suggesting  the  possibility  that  metastatic  dis- 
ease might  be  present.  There  were  no  radiographic 
changes  to  indicate  multiple  myeloma. 

Urinalyses  on  Aug.  26,  28,  and  29  showed  albu- 
min, 2-|-;  specific  gravity,  1.002;  and  sugar,  nega- 
tive. There  were  4-6  pus  cells  except  on  Aug.  28, 
when  there  were  6-8  per  high  power  field.  On  Aug. 
27,  culture  studies  of  urine  showed  no  growth  after 
three  days. 

On  Aug.  28,  electrophoresis  of  proteins  of  the 
blood  serum  determined  the  following  values  in  gm. 
per  100ml. : total  protein,  5.4 ; albumin,  2.7 ; alphai 
globulin,  0.4;  alphas  globulin,  0.54;  beta  globulin, 
1.08.  The  albumin-globulin  ratio  was  1.1. 

On  Aug.  28,  a bone  marrow  aspiration  was  done 
to  rule  out  multiple  myeloma,  and  no  evidence  of 
that  disease  was  found.  No  specific  diagnosis  was 
made  on  the  bone  marrow.  Two  pints  of  blood  were 
given  to  the  patient  in  spite  of  the  RBC  (5,380,000) 
on  admission. 

The  patient  was  discharged  on  Aug.  29. 

She  came  into  the  hospital  for  the  fifth  time  on 
March  30,  1964,  again  complaining  of  a large  ab- 
dominal swelling  and  swelling  of  the  legs.  A note 
on  the  admission  chart  this  time  said  the  patient’s 
urine  was  studied  for  pyogenic,  acid-fast,  and  fungus 
organisms  but  none  were  found.  Since  her  last  ad- 
mission, she  had  progressive  weakness,  progressive 
enlargement  of  the  abdomen,  and  finally,  dependent 
edema  in  the  lower  extremities.  She  had  not  noticed 
any  change  in  skin  color.  The  patient  seemed  older 
than  her  stated  age.  On  auscultating  the  heart,  a 
grade  3 precordial  systolic  murmur  was  heard,  which 
was  transmitted  into  the  neck  and  was  loudest  in 
the  primary  aortic  area.  The  abdomen  was  pro- 
tuberant and  the  liver  was  palpable,  with  a finn 
tender  border  extending  to  the  iliac  crest  and  then 
crossing  over  the  abdomen  to  the  left.  Shifting  dull- 
ness on  percussion  was  noted  especially  in  the  flanks. 
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There  was  presacral  edema  posteriorly.  The  lower 
extremities  showed  minimal  edema  at  this  time,  after 
the  patient  had  six  hours  of  bed  rest. 

Results  of  laboratory  studies  on  March  30  gave 
the  following  values.  Complete  blood  count:  RBC, 
5,370,000;  hemoglobin,  14.8  gm.  per  100  ml.;  hema- 
tocrit, 46  percent;  WBC,  10,632,  with  50  percent 
segmented  neutrophils,  42  percent  lymphocytes,  5 
percent  monocytes,  and  3 percent  eosinophils.  Uri- 
nalysis: albumin,  3-|- ; specific  gravity,  1.010;  sugar, 
negative.  Microscopic  examination  of  the  urine 
showed  occasional  pus  cells;  in  a urine  specimen 
examined  later  the  same  day,  4-6  pus  cells  per  high 
power  field  were  seen,  but  other  values  remained 
the  same.  Blood  serum  chemistry  values  were  car- 
bon dioxide  combining  power,  29  mEq.  per  liter;  po- 
tassium, 3.2  mEq.  per  liter;  sodium,  131  mEq.  per 
liter;  protein,  4.9  gm.  per  100  ml.;  and  urea  nitro- 
gen, 13.5  mg.  per  100  ml.  The  VDRL  was  nonre- 
active. 

On  March  31  a roentgenogram  of  the  chest  showed 
the  heart  was  in  a high  transverse  position  and 
there  was  some  degree  of  heart  failure  without  effu- 
sion. Pulmonary  congestion,  and  elevation  of  the 
diaphragm  presumably  caused  by  a large  intra- 
abdominal mass  (probably  liver)  were  seen. 

Results  of  laboratoi-y  studies  on  April  1 showed 
these  values:  alkaline  phosphatase,  41.6  Bodan- 
sky  units;  total  bilirubin,  1.0  mg.  per  100  ml. 
with  0.5  mg.  direct  and  0.5  mg.  indirect;  and  SGOT, 
35  units.  In  a test  performed  April  4,  bromsulpha- 
lein  retention  was  33.5  percent  after  45  minutes. 

The  patient  had  a normal  range  of  temperature 
during  this  admission.  She  was  treated  with  di- 
uretics with  good  results  and  was  sent  home  on 
April  5,  1964. 

The  patient  was  admitted  for  the  sixth  time  on 
July  31,  1964,  with  the  same  symptoms.  She  showed 
not  only  a gradual  enlargement  of  the  liver  but 
signs  of  hepatic  decompensation.  After  her  last  hos- 
pital admission,  she  had  been  treated  continuously 
with  thiazide  diuretic  mercurials,  Aldactone,  anti- 
biotics, and  multiple  vitamins,  but  the  patient  failed 
to  respond  to  medication.  Physical  examination 
showed  a sallow,  obviously  uncomfortable  woman 
whose  respirations  were  labored,  and  whose  multiple 
complaints  were  offered  in  a grunting  voice.  The 
skin  was  icteric  and  dry.  Lymph  nodes  showed  no 
abnormalities.  The  sclerae  were  icteric,  the  pupils, 
equal,  and  the  fundi  revealed  arteriovenous  crossing 
defects  and  an  increased  arterial  light  reflex.  The 
optic  discs  were  normal,  as  were  the  ears.  The  neck 
showed  venous  distention. 

The  thorax  was  symmetrical,  and  the  breasts  pen- 
dulous, with  no  palpable  masses.  Blood  pressure 
was  142/80  mm.  of  mercury,  and  pulse  rate,  88. 
Heart  sounds  were  regular;  the  aortic  second  sound 
was  loud.  Multiple  fine  and  medium  rales  were 
heard  throughout  both  lower  lung  fields,  and  were 
more  pronounced  just  above  the  diaphragm  poste- 
riorly. Diaphragmatic  movement  was  impaired,  and 
the  diaphragm  seemed  to  be  displaced  upward.  The 
abdomen  was  massively  enlarged.  There  was  dull- 
ness in  the  flanks,  and  shifting  dullness  could  be 
elicited.  There  was  periumbilical  hyperresonance  to 
percussion.  Peristalsis  was  moderately  active  to  hy- 
peractive. Rectal  examination  showed  no  abnormal- 
ities. The  genitalia  were  not  examined  at  this  time. 
Both  lower  legs  were  edematous.  On  the  buttocks. 


extending  over  to  the  sacrum,  an  early  decubitus 
ulcer  was  forming.  The  neurological  examination 
showed  hyperactive  tendon  reflexes  and  a sugges- 
tion of  flapping  tremor  when  the  arms  were  out- 
stretched; the  mental  status  seemed  unimpaired. 

On  admission,  the  complete  blood  count  was;  RBC, 
5,890,000;  hemoglobin,  15.8  gm.  per  100  ml.;  hema- 
tocrit, 52  percent;  WBC,  16,357,  with  3 percent 
stabs,  77  percent  segmented  neutrophils,  18  percent 
lymphocytes,  1 percent  monocytes,  and  1 percent 
eosinophils.  Urinalysis  showed  albumin,  2-|- ; spe- 
cific gravity,  1.010;  sugar,  negative;  RBC,  2-3  per 
high  power  field;  pus  cells  full  field.  There  were 
occasional  hyaline  casts.  VDRL  was  nonreactive. 
Proteins  were  4.6  percent. 

On  Aug.  1,  a paracentesis  was  performed  with  re- 
moval of  3,200  cc.  of  transudate. 

On  Aug.  5,  potassium  was  4.5  mEq.  per  liter; 
sodium,  116  mEq.  per  liter,  and  urea  nitrogen,  54 
mg.  per  100  ml.  At  this  time,  the  bilirubin  was  2.3 
mg.  per  100  ml.  direct;  1.1  mg.  indirect;  3.4  mg. 
total.  The  urine  was  cultured  and  coliform  bacilli 
and  enterococci  were  isolated.  They  were  sensitive 
to  Chloromycetin,  Declomycin,  Furadantin,  Kantrex, 
Polycillin,  Streptomycin,  and  Terramycin.  The  pa- 
tient was  treated  with  Compazine,  Aldactone,  Gan- 
tanol,  Terramycin,  and  Ringer’s  lactate  solution. 
The  temperature  curve  was  normal.  On  Aug.  5,  the 
patient  seemed  more  confused.  Her  breathing  was 
easier,  and  the  paracentesis  wound  was  draining. 
She  died  on  Aug.  6,  1964. 

Radiologic  Findings 

DR.  HUGO  F.  ELMENDORF,  JR. : X-ray 
examinations  done  Aug,  2,  3,  and  4,  1960, 
showed  the  chest  and  gallbladder  were  nor- 
mal. The  stomach  had  no  remarkable  abnor- 
malities, and  a barium  enema  showed  diver- 
ticula in  the  sigmoid  at  which  time  the  ini- 
tial impression  of  hepatomegaly  was  sug- 
gested. Films  of  the  abdomen  on  March  6, 
1962,  and  of  the  gallbladder  on  March  7 
again  showed  hepatomegaly  essentially  un- 
changed with  a normally  functioning  gall- 
bladder. Barium  enema  studies  May  29, 1962, 
were  normal.  Another  series  of  examinations 
was  conducted  on  July  31  and  Aug.  1,  1963, 
at  which  time  the  chest  film  showed  some 
discoid  atelectasis  in  the  right  middle  lobe. 
The  intravenous  pyelogram  was  essentially 
normal;  the  liver  extended  down  to  a point 
2 to  3 cm.  from  the  crest  of  the  ilium.  Bari- 
um enema  again  showed  diverticula  of  the 
sigmoid.  No  abnormality  was  identified  in 
the  stomach;  no  varices  were  identified.  A 
skeletal  survey  showed  no  osseous  lesion,  but 
again  there  was  evidence  of  hepatomegaly. 
The  next  examination  of  significance  was  on 
March  31,  1964,  at  which  time  the  chest 
showed  congestive  failure  and  a bilateral 
high  diaphragm,  presumably  caused  by  intra- 
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abdominal  conditions  producing  a transverse 
configuration  of  the  heart. 

The  most  unusual  feature  of  the  study  is 
that  of  hepatomegaly,  which  was  observed 
from  Aug.  19,  1960,  through  to  March, 
1964,  a period  of  three  and  one-half  years 
during  which  the  liver  enlarged  but  a small 
amount,  which  would  tend  to  exclude  metas- 
tatic or  primary  malignancy  of  the  liver.  At 
no  time  was  splenomegaly  described  nor 
could  it  be  identified.  On  the  repeated  ex- 
aminations, no  varices  were  identified,  either 
in  the  lower  esophagus  or  the  fundus  of  the 
stomach.  Despite  the  apparent  hepatomegaly, 
the  gallbladder  was  visualized  adequately  at 
each  examination. 

Clinical  Discussion 

DR.  JOSE  M.  BENAVIDES : This  patient 
died  at  age  82,  approximately  16  months 
after  she  first  noticed  a progressive  growth 
in  the  right  upper  quadrant  of  her  abdomen 
which  manifested  liver  disease.  She  had 
symptoms  relative  to  the  digestive  tract  two 
years  before,  but  they  did  not  seem  to  be 
associated  with  the  final  events  in  the  course 
of  her  disease.  The  past  history  also  gave 
an  episode  of  jaundice  occurring  25  years 
before  her  final  illness ; there  were  no  other 
episodes  of  icterus  until  the  end.  During  her 
first  admission  in  1960  there  was  a negative 
cholecystogram.  Abnormalities  were  also  re- 
ported in  her  electrocardiogram,  due  to  coro- 
nary disease.  This  is  not  surprising ; neither 
was  the  presence  of  diverticula  in  her  sig- 
moid colon  due  simply  to  senescence.  Her  sec- 
ond admission  lacked  connection  with  the 
final  illness,  which  first  became  apparent  as 
a tender  growing  mass  in  the  right  upper 
quadrant  16  months  before  her  death.  This 
mass  was  the  liver,  tender  and  nodular,  ex- 
tending down  to  the  iliac  crest  and  displacing 
the  duodenum,  with  no  widening  of  the  C 
loop.  A negative  urogram  was  also  obtained. 
A negative  serology  frees  one’s  mind  of  the 
thought  of  luetic  liver  disease.  During  her 
third  admission  she  was  not  anemic  although 
the  CBC  showed  leukocytosis;  normal  bili- 
rubin and  normal  transaminase  levels  con- 
trast with  bromsulphalein  retention  of  47 
percent.  Further  attention  to  laboratory 
studies  shows  that  pyuria  and  albuminuria 
are  constant  companions  from  her  third  ad- 
mission on.  During  her  fourth  admission, 
low  total  protein  levels  are  reported  with  both 
albumin  and  globulin  fractions  decreased.  We 
learned  that  she  was  not  malnourished,  so 


her  hypoalbuminemia  was  not  nutritional, 
but  a bad  liver  and  constant  albuminuria  are 
significant  enough  to  explain  it.  The  Bence 
Jones  protein  test  of  urine  was  negative  and 
at  the  same  time  osteoradiological  and  osteo- 
histological  studies  were  normal,  with  no  evi- 
dence for  multiple  myeloma.  I assume  that 
myeloma  was  under  intensive  investigation 
since  its  presence  would  imply  a close  asso- 
ciation with  secondary  amyloidosis.  An  open 
liver  biopsy  was  obtained  during  an  explora- 
tory celiotomy.  Evidently  her  problem  was 
not  amenable  to  surgery,  and  from  here  on 
the  patient  followed  a downhill  course  with 
12  months  of  progressive  liver  derangement 
until  her  death.  Final  events  included  evi- 
dence of  intrahepatic  portal  obstruction  and 
mild  jaundice  resulting  from  hepatic  insuf- 
ficiency and  failure. 

In  an  attempt  to  find  the  etiology  of  this 
patient’s  liver  disease,  one  should  consider 
inflammatory,  parasitic,  neoplastic,  and  de- 
generative entities.  By  inflammatory  I am 
referring  to  chronic  progressive  liver  disease 
such  as  Laennec’s  or  Hanot’s  cirrhosis.  Cer- 
tainly there  were  changes  in  the  liver  func- 
tions, but  many  of  the  secondary  clinical 
components  in  cirrhosis  were  lacking,  such 
as  spider  angiomata,  collateral  venous  circu- 
lation, esophageal  varices,  splenomegaly,  and 
of  course  the  size  and  edge  of  the  liver.  It 
also  holds  true  that  the  bromsulphalein  re- 
tention was  abnormal,  but  there  was  no  hy- 
perglobulinemia  and  at  the  same  time  there 
was  a tremendous  elevation  of  the  alkaline 
phosphatase  level,  which  is  increased  in  only 
three  entities:  osteoblastic  lesions,  obstruc- 
tive jaundice,  and  widespread  space-occupy- 
ing liver  diseases.  I shall  mention  later  the 
association  between  cirrhosis  and  hepatoma. 

Parasitic  liver  diseases  could  be  eliminated. 
An  amebic  abscess  would  produce  a different 
duration  and  sequence  of  events;  there  was 
no  history  of  amebic  colitis ; a barium  enema 
examination  resulted  in  no  indications  of  an 
abscess.  A liver  abscess  often  is  first  sus- 
pected when  it  ruptures  the  diaphragm  dur- 
ing an  acute  febrile  illness ; it  does  not  have 
the  chronicity  to  develop  slowly  to  a progres- 
sive portal  stasis.  A hydatid  cyst  of  the 
right  lobe  of  the  liver  with  later  extension 
to  the  left  lobe  could  be  a good  point  for  dis- 
cussion, but  I would  expect  to  see  radiologi- 
cal evidence  of  calcified  wall,  eosinophilia, 
and  a positive  reaction  to  Casoni’s  test,  which 
probably  was  not  even  performed.  On  simi- 
lar grounds  I can  also  rule  out  other  exotic 
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tropical  diseases  such  as  schistosomiasis  or 
dystomiasis. 

I would  like  to  discuss  next  the  neoplastic 
diseases.  First  let’s  talk  about  metastatic 
liver  neoplasm.  Normal  results  of  upper  gas- 
trointestinal series  with  normal -looking  C 
loop,  excretory  urogram,  barium  enema,  pel- 
vic and  rectal  examinations  rule  out  a great 
number  of  possible  sites  for  primary  tumor. 
Classically,  a carcinoma  of  the  head  of  the 
pancreas  widens  the  C loop  of  the  duodenum 
and  produces  an  obstructive  jaundice,  which 
progresses  rapidly  and  is  accompanied  by 
weight  loss,  anemia,  and  cachexia.  A more 
or  less  similar  picture  of  obstruction  would 
be  expected  in  cancer  of  the  ampulla  of  Vater 
or  the  gallbladder.  Both  lungs  seemed  radio- 
logically  innocent  of  primary  bronchogenic  le- 
sions in  the  absence  of  clinical  symptoms.  Dis- 
coid atelectasis  in  the  right  middle  lobe,  men- 
tioned by  Dr.  Elmendorf,  is  most  likely  the 
result  of  the  mechanical  elevation  of  the  right 
diaphragm  by  hepatomegaly.  Lymphomas  or 
leukemias  can  give  rise  to  hepatomegaly,  but 
with  no  splenomegaly,  lymphadenopathy,  or 
bone  marrow  involvement,  the  chance  for 
this  patient  to  have  had  this  type  of  prob- 
lem is  remote.  Besides,  her  peripheral  blood 
values  did  not  at  any  time  indicate  abnormal- 
ities other  than  a mild  leukocytosis. 

A word  about  hepatomelanosis.  No  de- 
scription is  given  in  this  patient’s  history  or 
physical  examination  of  removal  of  any  kind 
of  skin  growth  throughout  her  life;  no  eye 
neoplasms  are  mentioned.  Massive  invasion 
of  the  liver  by  a melanin-producing  malig- 
nant tumor  may  occur  up  to  20  years  from 
the  time  of  eye  enucleation  for  malignant 
melanoma,  with  no  evidence  of  tumor  recur- 
rence anywhere  until  the  onset  of  liver  symp- 
toms that  eventually  lead  to  death.  Because 
of  the  protocol,  I am  ruling  out  hepatomel- 
anosis. 

Now  what  about  a collagen  disease?  There 
is  practically  no  CPC  in  which  systemic 
lupus  erythematosus  or  polyarteritis  nodosum 
is  not  mentioned  when  there  is  liver  or  poly- 
glandular involvement.  I would  expect  either 
of  those  entities  to  produce  symptoms  in  a 
16-month  course  of  illness  in  other  glands, 
especially  with  angiitis,  to  key  vascular  struc- 
tures before  the  liver  itself  would  capitulate. 
For  these  reasons  I am  dismissing  collagen 
disease.  On  similar  grounds  we  can  dismiss 
polyserositis  or  polycystic  disease. 

I am  disturbed  that  albuminuria  and  pyuria 


are  reported  so  repeatedly.  There  is  no  clini- 
cal or  radiological  evidence  for  full-blown 
chronic  glomerulonephritis  in  the  absence  of 
renal  failure,  uremia,  anemia,  hypertension, 
and  eyeground  changes.  On  the  other  hand, 
a kidney  infection  is  not  the  only  cause  of 
albuminuria  and  pyuria,  since  neoplasms  or 
amyloidosis  of  the  kidneys  can  give  both  al- 
buminuria and  pyuria,  and  amyloidosis  can 
even  produce  a nephrotic  syndrome.  The 
problem  is  then  secondary  amyloidosis  which 
would  also  be  found  in  spleen,  liver,  adrenals, 
and  lymph  nodes.  Secondary  amyloidosis  can 
be  caused  by  active  tuberculosis  or  other  sup- 
purative pulmonary  diseases,  chronic  osteo- 
myelitis, chronically  infected  burns,  or  non- 
suppurative entities  such  as  multiple  mye- 
loma and  rheumatoid  arthritis.  In  any  event, 
the  primary  problem  usually  is  more  pre- 
valent. The  liver  disease  could  be  primary 
amyloidosis  even  if  other  organs  did  not 
show  much  involvement,  namely,  tongue, 
gums,  skin,  striated  muscle,  heart,  pericar- 
dium, lungs,  or  even  bone  marrow,  thyroid, 
and  intestine.  I would  readily  choose  second- 
ary rather  than  primary  amyloidosis  of  the 
liver  in  the  belief  that  the  urinary  tract  was 
the  site  of  a chronic  infection  such  as  a 
pyelocystitis  or  pyelonephritis.  Finally,  there 
is  the  possibility  of  a primary  tumor  in  the 
liver  itself.  Primary  liver  carcinoma  is  asso- 
ciated with  liver  cirrhosis  in  50  percent 
of  the  cases;  the  other  50  percent  are  cases 
with  no  previous  liver  disturbance.  There 
is  an  average  of  one  year’s  duration  from 
the  time  that  the  liver  is  first  found  to 
have  an  intrinsic  lesion,  but  cases  are  de- 
scribed of  up  to  five  years’  duration.  Strange- 
ly enough,  the  diagnosis  in  a majority  of 
cases  is  made  by  means  of  liver  biopsy  as 
part  of  diagnostic  work-up,  following  which 
the  hospital  course  is  progressively  downhill. 
Such  cases  have  been  reported  by  Kay,^ 
Stephen  and  Eppstein,-  Hunt,®  and  Patton 
and  Horn.'* 

It  is  my  opinion  that  the  entire  clinical 
picture  fits  the  diagnosis  of  a primary  hepa- 
toma. I will  not  try  to  elucidate  between  a 
hepatocellular  or  cholangiocellular  type.  As 
my  second  choice,  I will  guess  secondary 
amyloidosis  involving  mainly  the  liver  and 
probably  other  organs  such  as  the  spleen, 
pancreas,  and  adrenals. 

Clinical  Diagnoses 

1.  Primary  liver  carcinoma ; second  choice, 
amyloid  liver. 
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2.  Terminal  stasis  pneumonia,  hyponatre- 
mia, urinary  tract  infection,  and  uremia. 

3.  Coronary  atherosclerotic  heart  disease. 

4.  Diverticulosis  of  the  sigmoid  colon. 

Pathologic  Findings 

DR.  A.  0.  SEVERANCE : At  postmortem, 
the  essential  gross  findings  were  obesity,  a 
15  cm.  vertical  scar  and  a 12  cm.  horizontal 
scar  on  the  abdomen,  distention  of  the  abdo- 
men, 750  cc.  of  yellow-brown  ascitic  fluid 
in  the  peritoneal  cavity,  a tremendously  en- 
larged liver  reaching  to  the  iliac  crest,  a 
moderately  hypertrophied  heart  with  thick 
valves  weighing  550  gm.,  and  a spleen  weigh- 
ing 200  gm.  The  spleen  had  many  minute 
white  spots  on  its  surface.  The  cut  surface 
showed  small,  translucent,  waxy  spots  which 
were  thought  to  be  follicles. 

The  liver  weighed  4,500  gm.  and  had  a 
smooth,  pale  brown  capsule.  The  cut  surface 
was  translucent  and  waxy,  and  the  lobular 


Fig.  1.  Gross  photograph  of  liver  on  the  left  and  spleen 
on  the  right,  showing  the  cut  surface  of  each  organ. 


Fig.  2.  Architecture  of  the  spleen  is  obliterated  by  ex- 
tensive amyloid  deposition — the  pale  amorphous  material. 
Hematoxylin  and  eosin,  X 55. 


pattern  was  blurred.  It  cut  with  increased 
resistance  (Fig.  1). 

The  adrenal  glands  together  weighed  13 
gm.  and  they  had  an  atrophic,  thin,  yellow- 
brown  cortex  and  a gray-white  medulla. 

The  kidneys  each  weighed  200  gm.  and  the 
cortex  of  the  kidneys  showed  some  raised 
yellow  areas  and  a few  retention  cysts,  the 
surface  was  pale  yellow  and  granular.  On 
section,  the  corticomedullary  junction  was 
poorly  demarcated.  The  cortex  was  6 mm. 
thick,  and  was  translucent  waxy-gray.  The 
medulla  was  a pale  brown.  The  calyces,  renal 
pelves,  and  ureters  were  moderately  dilated. 

Microscopic  examination  of  the  heart  did 
not  show  any  identifiable  amyloid  deposits. 
There  were  a few  small  foci  of  fibrosis.  The 
spleen  was  almost  replaced  by  pale,  eosino- 
philic, amyloid  material  and  only  an  occa- 
sional focus  of  splenic  pulp  was  seen  (Fig. 
2).  The  amyloid  stains  on  the  spleen  were 
positive  with  Congo  red,  and  slightly  positive 
with  crystal  violet  stains. 

The  liver  showed  almost  complete  replace- 
ment of  the  architecture  with  hyaline-like. 


Fig.  3.  Liver  cords  are  few,  and  are  squeezed  by  the  light- 
er-staining amorphous  amyloid  material.  Hematoxylin  and 
eosin,  X 55. 


Fig.  4.  The  amyloid  is  represented  by  the  darker,  amor- 
phous material  between  the  lighter  vacuolated  adrenal 
cortical  cells.  Hematoxylin  and  eosin,  X 55. 
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homogeneous,  amorphous  material  which 
stained  positive  for  amyloid,  similar  to  tissue 
in  the  spleen.  This  amyloid  material  was 
located  between  the  liver  cord  cells  and  the 
endothelium  of  the  sinuses  when  there  were 
enough  liver  cord  cells  to  see  at  all  (Fig.  3). 

There  was  also  amyloid  material  deposited 
in  the  walls  of  the  arteries,  arterioles,  and 
venules. 

The  adrenal  glands  showed  considerable 
deposition  of  amyloid  material  in  the  cortex 
(Fig.  4).  The  cortex  of  the  kidneys  showed 
areas  of  fibrosis  with  scattered  small  collec- 
tions of  lymphocytes.  The  tubules  contained 
hyaline  casts — probably  amyloid.  The  glo- 
meruli showed  varying  degrees  of  hyaliniza- 
tion.  There  was  a small  amount  of  amyloid 
material  in  the  glomeruli  between  the  glomer- 
ular epithelium  and  the  capillary  endotheli- 
um, but  it  was  difficult  to  identify  with  hema- 
toxylin and  eosin.  It  was  much  easier  to  iden- 
titfy  in  the  Congo  red  stain  of  the  kidneys. 
There  was  also  a moderate  amount  of  arteri- 
osclerosis of  the  medium -sized  and  slightly 
larger  arteries. 

The  thyroid  gland  showed  a nontoxic  nodu- 
lar goiter  and  chronic  thyroiditis. 

In  the  pancreas  a few  arterioles  showed 
slight  deposition  of  amyloid  substance. 

It  might  be  mentioned  that  amyloidosis 
was  diagnosed  from  the  liver  biopsy  done  on 
the  fourth  admission.  This  probably  explains 
why  no  extensive  laboratory  studies  were 
made  afterward.  The  cause  of  death  was  at- 
tributed to  liver  failure  from  amyloidosis 
involving  the  liver,  spleen,  adrenals,  and  to 
some  extent  the  kidneys.  The  amyloidosis 
was  thought  to  be  of  the  secondary  type,  even 
though  we  did  not  detect  a primary  disease 
to  explain  it.  The  kidneys  did  not  show  evi- 
dence of  chronic  pyelonephritis.  The  inflam- 
matoiy  changes  in  the  kidney  were  minimal, 
and  were  associated  with  arteriosclerotic 
changes. 

Comment 

Four  types  of  amyloidosis  are  commonly 
talked  about.  The  most  common  form  is 
known  as  the  secondary  type,  and  is  usually 
associated  with  chronic  illness  of  an  infec- 
tive or  tissue  destructive  nature  such  as  tu- 
berculosis, leprosy,  chronic  osteomyelitis,  or 
some  other  suppurative  process.  Some  au- 
thors believe  that  about  40  percent  of  the 


cases  of  secondary  amyloidosis  are  associated 
with  tuberculosis.  The  organs  chiefly  affected 
are  the  liver,  spleen,  kidneys,  and,  less  com- 
monly, adrenals.  Blood  vessel  walls  tend  to 
be  affected  first  in  these  organs. 

The  primary  type  of  amyloidosis  is  not  as- 
sociated with  any  other  disease  process.  This 
type  tends  to  involve  mesenchymal  tissues. 
The  tongue,  intestines,  skin,  lungs,  skeletal 
muscle,  myocardial  muscles,  and  the  media 
of  the  smaller  vessels  are  involved.  Here,  the 
amyloid  material  produces  a foreign-body  re- 
action, and  it  stains  atypically.  These  two 
features  are  not  seen  in  the  secondary  type. 

The  third  type  is  known  as  amyloid  tumor. 
This  occurs  frequently  beneath  the  mucous 
membranes  in  the  subcutaneous  or  submu- 
cous tissues,  and  is  frequent  in  the  respira- 
tory tract. 

A fourth  type  is  associated  with  about  7 
percent  of  cases  of  multiple  myeloma.  Amy- 
loid material  is  focally  deposited  in  mesen- 
chymal tissue.  There  does  not  seem  to  be  any 
relationship  between  amyloid  and  the  Bence 
Jones  protein. 

The  chemical  nature  of  amyloid  is  still  un- 
known. At  one  time,  it  was  thought  to  be  a 
protein  fraction  associated  with  a sulfate- 
bearing polysaccharide.  It  is  now  thought  to 
be  a glycoprotein.  Amyloid  has  been  found 
in  conditions  of  hyperglobulinemia.  Some 
people  think  that  amyloid  is  a kind  of  anti- 
gen-antibody precipitate.  In  1954,  Teilum^*'^ 
produced  amyloidosis  in  mice  using  a casein 
solution  in  dilute  sodium  hydroxide,  inject- 
ing it  subcutaneously.  By  combining  nitro- 
gen mustard  with  this  procedure,  he  speeded 
up  the  production  of  amyloidosis ; he  reported 
that  cortisone  has  the  same  effect  as  nitrogen 
mustard,  that  this  effect  is  more  or  less  a 
suppression  of  mesenchymal  cells  that  have 
been  in  the  state  of  active  proliferation,  and 
that  the  plasma  cells  also  play  a role  in  amy- 
loid deposition. 

In  1957,  Teilum  reported  that  amyloid  was 
a glycoprotein  and  that  amyloid  formation 
was  a result  of  perversion  of  the  protein 
synthesizing  function  of  the  cellular  com- 
ponents of  the  reticuloendothelial  system.  He 
believes  that  this  is  controlled  by  the  anti- 
thetic actions  of  ascorbic  acid,  and  the  ad- 
renal corticoids.  When  there  is  a breakdown 
in  this  control  in  the  face  of  persistent  stim- 
ulation (such  as  antigenic)  then  deposition 
of  amyloid  results. 

In  1956,  Spain®  discussed  a case  in  which 
he  believed  amyloid  formation  resulted  from 
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the  use  of  nitrogen  mustard  to  treat  Hodg- 
kin’s disease.  His  patient  had  an  abscess  in 
the  buttocks  for  about  one  month  before 
death.  Spain  thought  the  abscess  may  have 
affected  the  amyloidosis,  but  he  also  believed 
that  the  use  of  nitrogen  mustard  speeded  up 
the  deposition  of  the  amyloid. 
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''Accident  Epidemic"  Subject 
Of  Environmental  Congress 

Has  man  designed  accidents  into  his  environment?  If  so,  what 
can  he  do  about  it? 

Announcing  the  American  Medical  Association’s  Third  Congress 
on  Environmental  Health  Problems  April  4-5  in  Chicago,  Dr.  James 
G.  Telfer,  director  of  the  AMA’s  Department  of  Environmental 
Health,  said  participants  “will  be  concerned  with  accidents  and 
their  relationship  to  environmental  design — from  the  automobile, 
to  the  home  and  work  environment,  to  the  overall  urban  plan — and 
with  the  medical  problems  of  treatment,  prevention  and  mitigation, 
and  research.” 

Dr.  Telfer  said  that  “accident  epidemic”  refers  to  the  alarming 
mortality  and  disability  rates  in  certain  age  groups.  Accidents  repre- 
sent a serious  medical  problem  in  terms  of  the  need  to  respond  with 
immediate  treatment  and  the  need  to  communicate  to  designers  and 
engineers  the  data  required  to  build  safer  environments. 

The  largest  single  factor  involved  in  the  use  of  hospital  facilities, 
accidents  account  for  22  million  hospital  bed  days  annually. 

Accidents  disable  10  million  persons  and  kill  more  than  100,000 
annually,  and  are  the  largest  single  cause  of  death  among  children, 
teenagers  and  young  adults.  Fatalities  due  to  accidents  run  consist- 
ently higher  than  cancer  mortality  in  all  age  groups  from  1 to  34. 

“Although  many  conferences  are  held  in  the  accident  field,”  Dr. 
Telfer  said,  “this  will  be  the  first  comprehensive  conference  to  be 
held  from  the  point  of  view  of  health  and  medicine.” 

The  conference  is  designed  to  evaluate  accidents  as  a problem 
interrelated  with  other  environmental  facets,  population,  environ- 
mental pollution,  urban  planning,  and  as  a problem  requiring  medi- 
cal attention  in  terms  of  treatment,  prevention  and  research. 
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31st  Anniversary 
Congress  Meeting 

North 

American 

Federation 

INTERNATIONAL 
COLLEGE  of 
SURGEONS 

Shamrock  Hilton  Hotel 
Houston 

May  1-5,  1966 

For  further  information,  contact: 

Executive  Director,  International  College  of  Surgeons 
1516  Lake  Shore  Drive,  Chicago,  Illinois  60610 


HOMESTEAD 

CHILD  PLACEMENT  AGENCY 
and 

HOMESTEAD  MATERNITY  HOME 

714  Dan  Waggoner  Bldg. 

ED  5-5942  ED  6-7905 

Fort  Worth,  Texas 

Licensed  Adoption  Service  and  Private,  Confidential 
maternity  care  provided  unwed  expectant  mothers. 
Obstetrical  services  by  a Diplomate  of  THE  AMERI- 
CAN BOARD.  Also  pediatric  care  furnished  by  a 
licentiate  of  THE  AMERICAN  BOARD. 


THE  DUNCAN  MEMORIAL  HOSPITAL 

A DIVISION  OF  THE  EDNA  GLADNEY  HOME 

A state  licensed,  private  maternity  residence  and  hospital 
offers  a confidential,  multiple  service  program  and  li- 
censed adoption  services  to  unmarried  mothers. 


Write  2306  Hemphill,  Fort  Worth.  Texas  76110 
or  phone:  WA  6-3304  or  WA  6-1774. 


DEPROE 

meprobamate  400  mg.  -f 
benactyzine  hydrochloride  1 mg. 

Indications:  ‘Deprol’  is  useful  in  the  manage- 
ment of  depression,  both  acute  (reactive)  and 
chronic.  It  is  particularly  useful  in  the  less 
severe  depressions  and  where  the  depression  is 
accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accom- 
panying or  related  to  organic  illnesses. 
Contraindications:  Benactyzine  hydrochloride 
is  contraindicated  in  glaucoma.  Previous  aller- 
gic or  idiosyncratic  reactions  to  meprobamate 
contraindicate  subsequent  use. 

Precautions:  Meprobamate— Careful  super- 
vision of  dose  and  amounts  prescribed  is 
advised.  Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt 
withdrawal  may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions  in- 
cluding, rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  dis- 
turbances, the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or 
other  activity  requiring  alertness  should  be 
avoided  if  these  symptoms  are  present.  Effects 
of  excessive  alcohol  may  possibly  be  increased 
by  rneprobamate.  Grand  mal  seizures  may  be 
precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and 
in  small  quantities  to  patients  with  suicidal 
tendencies. 

Side  effects:  Side  effects  associated  with  recom- 
mended doses  of  ‘Deprol’  have  been  infrequent 
and  usually  easily  controlled.  These  have  in- 
cluded drowsiness  and  occasional  dizziness, 
headache,  infrequent  skin  rash,  dryness  of 
mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of 
severe  nervousness,  loss  of  power  of  concen- 
tration, and  withdrawal  reaction  (status  epilep- 
ticus)  after  sudden  discontinuation  of  excessive 
dosage. 

Benactyzine  hydrochloride— benactyzine 
hydrochloride,  particularly  in  high  dosage,  may 
produce  dizziness,  thought-blocking,  a sense  of 
depersonalization,  aggravation  of  anxiety  or 
disturbance  of  sleep  patterns,  and  a subjective 
feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dry- 
ness of  mouth,  or  failure  of  visual  accommoda- 
tion. Other  reported  side  effects  have  included 
gastric  distress,  allergic  response,  ataxia,  and 
euphoria. 

Meprobamate— 'Dro'Hsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreasing 
the  dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia, 
and  a single  case  of  fatal  bullous  dermatitis 
after  administration  of  meprobamate  and  pred- 
nisolone have  been  reported.  More  severe  and 
very  rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anuria,  anaphylaxis,  stomatitis  and 
proctitis.  Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be  reinsti- 
tuted. Isolated  cases  of  agranulocytosis,  throm- 
bocytopenic purpura,  and  a single  fatal  instance 
of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  con- 
ditions were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  exces- 
sive meprobamate  dosage.  Suicidal  attempts 
may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or 
four  times  daily.  May  be  increased  gradually 
to  six  tablets  daily  and  gradually  reduced  to 
maintenance  levels  upon  establishment  of  relief. 
Doses  above  six  tablets  daily  are  not  recom- 
mended even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression 
and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  con- 
taining meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg. 

Before  prescribing,  consult  package  circular. 

Wallace  Laboratories  / Cranbury,  N.  J. 


TMA  January  Conference  And 
Other  Meetings  Start  New  Year 


TMA  Legislative  Conference 

A Conference  on  Legislation  and 
Medical  Service,  and  an  orientation 
program  will  be  presented  by  the 
Texas  Medical  Association,  Jan.  22, 
in  Austin.  The  Conference  will 
feature  guest  speakers  who  will 
stress  the  obligations  and  respon- 
sibilities of  medical  leadership. 

Guest  speakers  include  Dr. 
Charles  L.  Allen,  pastor  of  the 
First  Methodist  Church  of  Hous- 
ton; Jenkin  Lloyd  Jones,  editor 
and  publisher  of  the  Tulsa  Tribune, 
Tulsa,  Okla. ; Dr.  Charles  L.  Hud- 
son, Cleveland,  president-elect  of 
the  American  Medical  Association; 
George  Mardikian,  owner  of  San 
Francisco’s  Omar  Khayyam’s  Res- 
taurant; Dr.  Roy  T.  Lester,  Amer- 
ican Medical  Association  Washing- 
ton Office  Manager,  and  Bryce  N. 
Harlow,  Washington,  D.  C.,  direct- 
or of  Governmental  Relations  of 
Proctor  and  Gamble  Mfg.  Co. 

Dr.  Charles  Max  Cole,  Dallas, 
speaker  of  the  TMA  House  of  Dele- 
gates, will  preside  over  the  panel 
discussion  “Proposed  Congressional 
Legislation  and  New  State  Medical 
Service  Programs.”  Dr.  James  D. 
Murphy,  Fort  Worth,  president- 
elect of  TMA,  will  moderate  the 
panel  session  “Medicare:  Its  Im- 
pact upon  Medical  Service  and  Pa- 
tient Care.”  Dr.  Joe  T.  Nelson, 
Weatherford,  TMA  Committee  on 
Orientation,  will  preside  during 
talks  given  by  Dr.  Elliott  Menden- 
hall, Dallas,  vice-chairman  of  the 
TMA  Board  of  Trustees;  Dr. 
James  H.  Sammons,  Highlands, 
secretary  of  the  TMA  Board  of 


Councilors,  and  Dr.  Walter 
Walthall,  San  Antonio,  chairman 
of  the  TMA  Board  of  Councilors. 

Public  Health  Meet  Feb.  20 

The  41st  annual  meeting  of  the 
Texas  Public  Health  Association 
will  be  held  in  Corpus  Christi,  Feb. 
20-24.  The  meeting  will  feature 
school  health,  a seminar  on  sal- 
monellosis, a session  on  tubercu- 
losis including  a panel  discussion 
and  question  and  answer  period, 
and  sections  on  dental  health,  engi- 
neering (air  pollution,  water,  pesti- 
cide, etc. ) , health  education,  lab- 
oratory, nursing,  sanitarian,  health 
officers,  and  veterinary  public 
health.  There  will  be  67  program 
participants  taking  part  in  the 
meeting. 

Texas  Radiological  Society 

The  Texas  Radiological  Society 
will  hold  its  annual  meeting  of  the 
Texas  Chapter,  American  College 
of  Radiology,  in  Corpus  Christi, 
Jan.  28-29.  Featured  out-of-state 
guest  speakers  are  Dr.  George  R. 
Krause,  chief  of  residency  train- 
ing, Mount  Sinai  Hospital  and 
University  Hospital,  Cleveland, 
Ohio;  Dr.  Simon  Kramer,  chair- 
man, radiation  therapy,  Jefferson 
Hospital,  Philadelphia; 

Felix  George  Fleischner,  director. 
Department  of  Radiology  emeritus, 
Beth  Israel  Hospital,  clinical  pro- 
fessor of  radiology  emeritus.  Har- 
vard, Boston,  and  Dr.  Richard 


Harvey  Marshak,  radiologist. 
Mount  Sinai  Hospital,  New  York. 

Registration  fee  for  nonmembers 
is  $25,  and  for  radiological  resi- 
dents and  military  personnel,  $5. 

New  Orleans  Assembly 

The  29th  annual  meeting  of  the 
New  Orleans  Graduate  Medical  As- 
sembly will  be  held  March  7-10, 
1966,  in  New  Orleans. 

Nineteen  outstanding  guest 
speakers  will  participate  and  will 
discuss  topics  of  interest  to  both 
specialists  and  general  practition- 
ers. The  program  will  include  54 
informative  discussions  on  current 
medical  interest,  in  addition  to 
clinicopathologic  conferences,  sym- 
posia, medical  motion  pictures, 
round-table  luncheons  and  techni- 
cal exhibits. 

This  program  is  acceptable  for 
29  accredited  hours  by  the  Ameri- 
can Academy  of  General  Practice. 

The  21st  annual  clinical  tour  of 
the  Assembly  has  been  planned  for 
this  spring.  Following  the  meeting, 
the  group  will  leave  March  12  for 
an  around  the  world  trip  via  air. 
The  itinerary  includes  Hawaii,  To- 
kyo, Nikko,  Kyoto,  Nara,  Hong 
Kong,  Bangkok,  New  Delhi,  Agra, 
Jaipur,  and  Cairo.  The  return  flight 
is  scheduled  on  April  12. 

For  infonnation  concerning  the 
Assembly  meeting  and  tour  write 
Secretai-y,  New  Orleans  Graduate 
Medical  Assembly,  1430  Tulane 
Ave.,  Room  1528,  New  Orleans,  La. 
70112. 
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Texas  65  Pays  Claims 
In  Excess  of  $7.1  Million 

Claims  in  excess  of  $7.1  million 
have  been  paid  by  the  Texas  65 
Health  Insurance  Association  dur- 
ing its  first  two  years  of  operation. 

Texas  65  was  authorized  by  the 
1963  Texas  Legislature  to  offer 
low  cost  health  insurance  to  all 
Texans  65  years  of  age  and  over 
regardless  of  health.  Association 
president  H.  Lewis  Rietz  reports 
that  more  than  40,000  senior  citi- 
zens have  received  claim  checks 
since  the  program  started.  He 
noted  that  Texas  65  now  processes 
more  than  675  claims  per  week, 
and  the  average  claim  is  $183. 

Rietz  urged  senior  citizens  to  re- 
tain their  Texas  65  coverage,  or 
any  other  health  insurance  plan 
they  now  have,  until  they  are  sure 
of  Medicare  coverage  which  does 
not  offer  protection  until  July, 
1966. 


18  Texas  Physicians  to  Date 
Have  Received  Draft  Calls 


Eighteen  of  62  Texas  physicians 
expected  to  be  called  in  the  cur- 
rent nationwide  draft  call  have 
already  received  notices;  the  re- 
mainder may  expect  them  soon. 
As  announced  last  fall,  a total  of 
1,529  physicians  across  the  country 
will  be  ordered  to  active  duty  be- 
tween January  and  April,  1966. 

Dr.  Bryan  C.  T.  Fenton,  Direc- 
tor, AMA  Department  of  Govern- 
mental Medical  Services,  has  out- 
lined specifications  relative  to  the 
prospective  draft  call. 

1.  Receiving  an  order  to  report 
for  a physical  examination  does 
not  mean  a physician  will  be  called 
for  induction. 

2.  Physicians  26  years  of  age 
and  older  will  be  called,  the  young- 
est being  selected  first. 

3.  Marriage  or  fatherhood  are 
not  grounds  for  deferment. 

4.  Physicians  are  not  subject  to 
call  after  their  35th  birthday. 

5.  If  a disproportionate  number 
of  residents  are  called  from  one 
hospital  or  one  department  or  ser- 
vice in  a hospital,  appeal  should 
be  made  to  the  state  medical  ad- 
visory committee  to  Selective  Ser- 
vice. Each  state  has  such  a com- 
mittee. 

6.  Residents  participating  in  the 
Armed  Forces  Berry  Plan  will  not 
be  subject  to  this  call. 

7.  An  appeal  of  classification 
must  be  made  to  the  draft  board 


within  ten  days  after  the  date  the 
local  board  mails  the  classification 
notice. 

8.  The  Soldiers  and  Sailors  Re- 
lief Act  of  1940,  as  amended,  is 
applicable  for  the  purpose  of 
suspending  enforcement  of  cer- 
tain civilian  liabilities  of  persons 
assigned  to  the  Armed  Forces. 
The  provisions  of  this  Act  may  be 
obtained  from  legal  agencies  of 
the  federal  government  or  civilian 
attorneys. 

It  is  the  responsibility  of  the 
Texas  State  Advisory  Committee, 
headed  by  Dr.  E.  A.  Rowley,  Ama- 
rillo, to  ascertain  if  a physician 
is  essential  to  his  community  from 
the  standpoint  of  medical  service, 
or  if  he  should  be  made  available 
for  military  service,  if  and  when 
called.  To  date,  it  appears  as 
though  it  will  not  be  necessary  to 
call  any  Texas  registrant  bom 
before  1934.  The  call  will  inchide 
Texas  physicians  30  years  of  age 
or  younger,  and  perhaps  a few 
aged  31. 


Scott  and  White  Conference 
To  Feature  Scientific  Program 

The  Scott  and  White  Conference 
in  Medicine  and  Surgery  will  hold 
its  fourteenth  annual  meeting  Feb. 
20-22,  1966,  in  Temple.  Guest 

speakers  for  the  scientific  program 
will  be  Dr.  Keith  P.  Russell,  clini- 
cal professor  of  obstetrics  and 
gynecology  of  the  University  of 
Southern  California  School  of 
Medicine,  Los  Angeles,  and  Dr. 
Donald  R.  Nichols  of  the  Mayo 
Graduate  School  of  Medicine  of 
the  University  of  Minnesota  and 
head  of  Section  of  Infectious  Dis- 
eases at  the  Mayo  Clinic,  Roches- 
ter, Minn.  The  after-dinner  speaker 
will  be  Mr.  Dick  West,  editorial 
editor  of  the  Dallas  Morning  Netvs. 


Fellowship  Available 
For  Women  Residents 


A woman  resident  in  training  or 
doing  postgraduate  work  in  any 
field  of  medicine  or  medical  re- 
search is  eligible  for  the  newly  cre- 
ated Minnie  L.  Maffett  Scientific 
Fellowship  Fund.  The  applicant 
must  be  a resident  of  Texas,  prefer- 
ably a graduate  of  a Texas  medical 
school,  or  one  who  has  a Ph.D.  de- 
gree and  is  doing  research  in  a 
medical  field.  Further  information 
may  be  obtained  from  the  Minnie 
L.  Maffett  Fellowship  Fund  Awards 
Committee,  501  Burk  Burnett  Build- 
ing, Fort  Worth. 


Medal  Will  Be  Awarded 
For  Unpublished  Essay 

The  William  Osier  Medal  of  the 
American  Association  for  the  His- 
tory of  Medicine  will  be  awarded 
for  the  best  unpublished  essay  on 
a medico-historical  subject  written 
by  a student  in  one  of  the  medical 
schools  in  the  United  States  or 
Canada.  All  students  who  are  can- 
didates for  the  degree  of  doctor  of 
medicine,  or  who  graduated  in 

1965,  are  eligible.  Essays  should 
demonstrate  either  original  re- 
search or  an  unusual  appreciation 
and  understanding  of  a medico- 
historical  problem.  Maximum 
length  is  10,000  words.  Essays 
must  be  submitted  by  March  23, 

1966,  to  the  Chairman  of  the  Osier 
Medal  Committee,  William  K.  Beat- 
ty, Librarian  and  Professor  of 
Medical  Bibliography,  Northwest- 
ern University  Medical  School,  303 
East  Chicago  Avenue,  Chicago, 
111.  60611.  Those  interested  may 
obtain  further  information  from 
Mr.  Beatty. 


Texans  Elected  As 
Section  Officers 


The  Southern  Medical  Associa- 
tion recently  announced  the  elec- 
tion of  section  officers  for  the  com- 
ing year.  Many  of  these  officers 
are  Texas  doctors  who  are  mem- 
bers of  the  Texas  Medical  Associa- 
tion. Newly  elected  Texas  officers 
are  Dr.  Charles  R.  Peterson,  Hous- 
ton, secretary  of  the  Section  on 
Physical  Medicine  and  Rehabilita- 
tion; Dr.  Ralph  Liles,  Houston,  as- 
sistant secretary  of  the  Section  on 
Industrial  Medicine  and  Surgery; 
Dr.  Robert  N.  Cooley,  Galveston, 
chairman  of  the  Section  on  Radi- 
ology. 

Dr.  John  Q.  McGivney,  Galves- 
ton, chairman,  and  Dr.  0.  P.  Grif- 
fin, Fort  Worth,  secretary  of  the 
Section  on  Proctology;  Dr.  Theo- 
dore J.  Haywood,  Houston,  chair- 
man, and  Dr.  Frederick  W.  Grover, 
Dallas,  vice-chairman  of  the  Sec- 
tion on  Allergy;  Dr.  William  T. 
Hill,  Houston,  secretary  of  the  Sec- 
tion on  Pathology; 

Dr.  Stephen  R.  Lewis,  Galveston, 
assistant  secretary  of  the  Section 
on  Plastic  and  Reconstructive  Sur- 
gery; Dr.  W.  Kemp  Clark,  Dallas, 
chairman-elect  of  the  Section  on 
Neurology  and  Psychiatry;  Dr. 
Hanes  H.  Brindley,  Temple,  secre- 
tary of  the  Section  on  Orthopedic 
and  Traumatic  Surgery; 
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Dr.  John  M.  Knox,  Houston, 
chairman  of  the  Section  on  Derma- 
tology; Dr.  William  M.  Wallis, 
Houston,  chairman-elect  to  the  Sec- 
tion on  General  Practice;  Dr.  John 
R.  Kelsey,  Jr.,  Houston,  secretary 
of  the  Section  on  Gastroenterology, 
and  William  S.  Derrick,  Houston, 
vice-chairman  of  the  Section  on 
Anesthesiology. 


Constitutional  Change  Ready 
For  Vote  by  TMA  Delegates 

One  change  in  the  TMA  Con- 
stitution will  be  ready  for  vote 
by  the  House  of  Delegates  at  the 
1966  Annual  Session.  As  provided 
in  the  Constitution,  any  changes 
or  amendments  to  the  Constitution 
must  lie  over  for  one  year  before 
a final  vote  is  taken. 

The  proposed  correction  is  in 
Article  IX,  Section  2,  in  which  the 
words  “shall  be  exclusively”  would 
be  changed  to  “should  be”.  The 
section  would  then  read: 

“Sec.  2.  The  House  of  Delegates 
shall  provide  for  the  organization 
and  chartering  of  such  district 
societies  as  will  promote  the  best 
interests  of  the  profession.  Such 
societies  shall  be  composed  only  of 
members  of  component  county 
societies  of  their  respective  coun- 
cilor districts,  and  should  be  scien- 
tific and  educational  in  character.” 


TMA  Annual  Session  To  Feature 
Guest  Speakers  and  Specialists 

Prominent  state  and  out-of-state 
speakers  and  specialists  will  be 
featured  at  the  Texas  Medical 
Association’s  1966  Annual  Session 
to  be  held  April  14-17,  1966,  in 
Austin. 

The  general  meetings  will  be 
held  Friday  and  Saturday,  April 
15-16,  in  the  Theater  of  the  Muni- 
cipal Auditorium.  Featured  speak- 
ers are  Dr.  William  A.  Altemeier, 
Christian  R.  Holmes  Professor  of 
Surgery  and  Chairman,  Depart- 
ment of  Surgery,  University  of 
Cincinnati  College  of  Medicine, 
Cincinnati,  Ohio;  Dr.  Alvin  J. 
Cummins,  professor  of  medicine. 
University  of  Tennessee  College  of 
Medicine,  Memphis;  Dr.  John  Au- 
tian,  Ph.D.,  director  of  Drug-Plas- 
tic Research  and  Toxicology  Lab- 
oratories, The  University  of  Texas 
College  of  Pharmacy,  Balcones  Re- 
search Center,  Austin ; 

Dr.  Maurice  S.  Segal,  clinical 
professor  of  medicine.  Tufts  Uni- 
versity School  of  Medicine,  direc- 


tor, Lung  Station  (Tufts)  and  De- 
partment of  Inhalation  Therapy, 
Boston  City  Hospital,  Boston, 
Mass.;  Dr.  Harris  B.  Shumacker, 
Jr.,  professor  and  chairman.  De- 
partment of  Surgery,  Indiana  Uni- 
versity Medical  Center,  Indianapol- 
is, and  Dr.  Robert  B.  Lawson, 
chief  of  staff.  Children’s  Memorial 
Hospital,  chainnan.  Department  of 
Pediatrics,  Northwestern  Medical 
School,  Chicago. 

The  Refresher  Course  program 
includes  13  courses,  each  consisting 
of  approximately  45  minutes  of 
lecture  plus  30  minutes  of  ques- 
tions and  answers.  The  courses, 
presented  by  out-of-state  medical 
leaders,  are  primarily  for  the  bene- 
fit of  physicians  in  general  prac- 
tice, but  also  are  of  value  to 
specialists.  The  courses  will  be  held 
in  the  Municipal  Auditorium. 

Speakers  for  the  refresher 
courses  include  Dr.  J.  Lamar 
Callaway,  professor  of  dermatolo- 
gy, Duke  University  School  of 
Medicine,  Durham,  N.  C.;  Dr. 
Richard  Royer,  Detroit;  Dr.  Robert 
W.  Hollenhorst,  professor  of  oph- 
thalmology, and  Dr.  Raymond  J. 
Jackman,  professor  in  proctology, 
Mayo  Graduate  School  of  Medicine, 
University  of  Minnesota,  Rochest- 
er, Minn.; 

Dr.  Jackson  A.  Smith,  profes.sor 
of  psychiatry,  Stritch  College  of 
Medicine,  Loyola  University,  Chi- 
cago, 111.;  Dr.  Frank  E.  Stinch- 
field,  professor  and  director.  New 
York  Orthopaedic  Hospital,  New 
York;  and  Dr.  Arthur  J.  Vorwald, 
professor  and  chairman.  Depart- 
ment of  Occupational  and  Environ- 
mental Health,  Wayne  State  Uni- 
versity, Detroit,  Mich.;  Dr.  C.  H. 
Hardin  Branch,  chairman.  Depart- 
ment of  Psychiatry,  University  of 
Utah  School  of  Medicine,  Salt  Lake 
City; 

Dr.  Jason  H.  Collins,  clinical 
professor  of  obstetrics  and  gyne- 
cology, Tulane  University  School 
of  Medicine,  New  Orleans;  Dr. 
Richard  Schatzki,  associate  clinical 
professor  of  radiology.  Harvard 
Medical  School,  Boston,  Mass.;  Dr. 
J.  Lawton  Smith,  associate  pro- 
fessor of  ophthalmology  and  neuro- 
surgery, University  of  Miami 
School  of  Medicine,  Miami; 

Dr.  L.  0.  Underdahl,  consultant 
in  medicine,  Mayo  Clinic,  Roches- 
ter, Minn. ; and  Mr.  Clayton  L. 
Scroggins,  Clayton  L.  Scroggins 
Associates,  Cincinnati. 

In  addition  to  19  physicians  par- 
ticipating in  the  General  Meeting 
and  Refresher  Course  programs, 
13  out-of-state  specialists  will  be 
participating  in  the  section  and  re- 


lated organization  programs.  The 
specialists  are  Dr.  Richard  J.  Al- 
len, Department  of  Pediatrics  and 
Communicable  Diseases,  Pediatric 
Neurology  Clinic,  The  University 
of  Michigan  Medical  Center,  Ann 
Arbor;  Dr.  Thomas  L.  Ball,  asso- 
ciate clinical  professor  of  obstetrics 
and  gynecology,  U.  C.  L.  A.  Center 
for  the  Health  Sciences,  Los  An- 
geles, Calif.;  Dr.  Kenneth  T.  Bird, 
Massachusetts  General  Hospital, 
Boston ; 

Dr.  Ralph  J.  Caparosa,  clinical 
assistant  professor  of  otolaryng- 
ology, University  of  Pittsburgh 
School  of  Medicine,  Pittsburgh, 
Penn.;  Dr.  Benjamin  Castleman, 
chief.  Department  of  Pathology, 
Massachusetts  General  Hospital, 
Boston;  Dr.  Ernst  Jokl,  president. 
Research  Committee,  UNESCO  In- 
ternational Council  of  Sport  and 
Physical  Education,  University  of 
Kentucky,  Lexington ; Dr.  D.  Frank 
Kaltreider,  chief  gynecologist- 
obstetrician,  Baltimore  City  Hospi- 
tals, Baltimore,  Md.; 

Dr.  Max  Miller,  director.  Clinical 
Research  Center,  Westeni  Reserve 
University  and  University  Hospi- 
tals, Cleveland,  Ohio;  Dr.  Don  H. 
O’Donoghue,  professor  and  chair- 
man, Department  of  Orthopaedic 
Surgery,  University  of  Oklahoma 
School  of  Medicine,  Oklahoma 
City;  Capt.  Roger  F.  Reinhardt, 
MC,  USN,  U.  S.  Naval  Aerospace 
Medical  Institute,  Pensacola,  Fla.; 
C.  R.  Strother,  Ph.D.,  director. 
Mental  Retardation  and  Child  De- 
velopment Center,  University  of 
Washington,  Seattle;  Dr.  William 
K.  Jordan,  neurologist.  Little  Rock, 
Ark.;  and  Dr.  Myron  E.  Wegman, 
dean.  School  of  Public  Health,  The 
University  of  Michigan,  Ann 
Arbor. 

Another  feature  of  the  Annual 
Session  is  the  Curbstone  Consulta- 
tions, consisting  of  a moderator 
and  five  table  participants.  All 
registrants  are  invited  to  attend 
and  ai’e  encouraged  to  ask  ques- 
tions and  comment  on  various  as- 
pects of  each  subject  under  dis- 
cussion. Physicians  may  bring  case 
histories  and  obtain  opinions  of 
discussion  leaders.  Program  topics 
for  the  Curbstone  Consultations 
are  hepatitis,  diagnosis  of  pan- 
creatic disease,  resumption  of 
nonnal  activities  following  illness, 
common  foot  disorders,  manage- 
ment of  diagnostic  pi’oblems  in  pul- 
monary disease,  indications  for  the 
tonsil  and  adenoid  operation,  endo- 
metriosis, intestinal  obstruction, 
physical  therapy  modalities  in  a 
general  office  practice,  and  lesions 
of  the  lower  bowel. 
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(mepenzolate  bromide) 


helps  restore  normal  motility  and  tone 


Cantil  (mepenzolate  bromide)  works  in  the  colon. 
In  irritable  colon,  spastic  colon,  ulcerative  colitis 
and  other  functional  and  organic  colonic  disorders, 
it  acts  to: 

• control  diarrhea/constipation 

• relieve  spasm,  cramping,  bloating 

• make  patients  more  comfortable 

with  little  effect  on  stomach,  bladder  or  other  viscera. 
"In  40  of  44  cases  of  irritable  or  spastic  colon, 
Cantil  [mepenzolate  bromide]  or  Cantil  with  Pheno- 
barbital  reduced  or  abolished  abdominal  pain,  diar- 
rhea and  distention  and  promoted  restoration  of 
normal  bowel  function  . . . Cantil  [mepenzolate 
bromide]  proved  to  be  singularly  free  of  antichol- 
inergic side-effects.  Blurring  of  vision  or  dryness 
of  the  mouth  were  occasionally  seen  and  were  us- 
ually managed  with  a reduction  in  dosage.  Urinary 
retention,  noted  in  two  cases  was  eliminated  in  one 
by  reducing  dosage.”! 


IN  BRIEF: 

One  or  two  tablets  three  times  a day  and  one  or  two 
at  bedtime  usually  provide  prompt  relief.  Cantil 
with  Phenobarbital  may  be  prescribed  if  sedation 
is  required. 

Dryness  of  the  mouth  or  blurring  of  vision  may 
occur  but  it  is  usually  mild  and  transitory.  Urinary 
retention  is  rare.  Caution  should  be  observed  in 
prostatic  hypertrophy — withhold  in  glaucoma.  Cantil 
with  Phenobarbital  is  contraindicated  in  patients 
sensitive  to  phenobarbital. 

Supplied:  CANTIL  (mepenzolate  bromide) — 25  mg.  per 
scored  tablet.  Bottles  of  100  and  250. 

CANTIL  with  PHENOBARBITAL  — containing  in  each 
scored  tablet  16  mg.  phenobarbital  (warning:  may  be  habit 
forming)  and  25  mg.  mepenzolate  bromide.  Bottles  of  100 
and  250. 

1-Rlese,  J.A.:  Amer.  J.  Gastroent.  26:541  (Nov.)  1957 

LAKESIDE  LABORATORIES,  INC. 

Milwaukee,  Wisconsin  53201 
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Medicare:  Its  Impact  Upon  the  Physician's 
Practice  and  Medical  Service 


(Editor's  note — Ever  since  its  en- 
actment by  Congress  last  summer, 
physicians  have  been  asking  questions 
about  Medicare.  What  will  Medicare 
really  be  like?  How  will  it  affect  the 
doctor  and  his  practice?  What  will  be 
its  effect  upon  hospitals  and  upon 
nursing  homes?  What  will  become  of 
the  Kerr-Mills  program  in  Texas  and 
the  special  insurance  policies  which 
have  been  designed  for  the  aged? 
Whet  will  be  the  long-range  effects  of 
this  federal  program? 

In  this  report,  the  Executive  Secre- 
tary of  the  Texas  Medical  Association 
has  compiled  facts,  projections,  and 
forecasts.  This  report  will  be  followed 
by  a series  of  special  articles  which 
will  appear  monthly  in  Texas  Medi- 
cine, prepared  by  those  who  have 
studied  the  Medicare  program  and  its 
impact  upon  various  phases  of  medical 
service  and  patient  care). 


No  one  doubts  that  the  federal 
government’s  new  Medicare  pro- 
gram will  have  a staggering  effect 
upon  the  practice  of  medicine  and 
on  health  care.  Certainly  no  in- 
novation in  the  lifetime  of  most  of 
us  will  have  a greater  impact  upon 
the  financing  of  medical  care. 

As  physicians  are  well  aware, 
Medicare  will  become  operative  on 
July  1,  1966.  It  will  provide  broad 
benefits  of  hospital,  nursing  home, 
and  home  care  for  the  nation’s  65- 
and-over  population  of  19  million. 
The  law  also  establishes  an  option- 
al, supplementary  insurance  plan 
covering  professional  services  by 
physicians  and  others.  The  scope 
of  Medicare  is  reflected  best  by 
the  estimate  that  $3.9  billion  dol- 
lars in  health  care  benefits  will 
be  paid  out  the  very  first  year. 
This  will  represent  about  one-tenth 
of  the  total  health  care  expense 
of  the  nation.  For  those  in  Texas 
over  65,  Medicare  will  provide  ap- 
proximately $96  million  in  bene- 
fits under  the  basic  plan,  and  an 
additional  $47  million  for  pro- 
fessional services. 

The  effect  of  this  government 
venture  will  be  evident  the  first 
day.  Texas’  outstanding  Kerr-Mills 
approach  for  care  of  the  needy 
aged  will  come  to  an  abrupt  halt 
on  July  1.  The  special  insurance 
policies  for  the  aged,  Texas  65  and 


the  Blue  Cross  Senior  Texan  Serv- 
ice, rapidly  will  pass  from  the 
scene.  They  will  be  replaced  by 
Medicare  and  several  other  features 
of  Public  Law  89-97  which  have 
received  comparatively  little  at- 
tention. 

Impact  Upon  Practices 

Immediately  after  the  Medicare 
program  gets  underway,  an  initial 
surge  in  the  demand  for  physicians’ 
services  can  be  anticipated.  Many 
of  the  elderly  who  have  been  post- 
poning trips  to  the  doctor  will  be 
eager  to  try  out  their  new  benefits. 
The  demand  then  is  expected  to 
increase,  gradually  but  substan- 
tially in  the  years  ahead.  As  the 
aged  become  more  aware  of  the 
benefits  and  as  they  become  less 
inhibited  about  calling  upon  the 
physician,  they  will  employ  the 
benefits  of  this  new  public  law  to 
greater  advantage. 

Medicare  will  place  great  respon- 
sibility on  physicians.  They  will 
be  called  upon  to  do  far  more 
than  merely  provide  medical  serv- 
ices. They  must  certify  the  ad- 
mission of  every  patient  who  en- 
ters a hospital.  They  must  control 
the  utilization  of  services.  They 
must  approve  the  transfer  of  pa- 
tients from  hospitals  to  nursing 
homes,  and  they  must  supervise 
both  nursing  home  and  home  health 
services. 

The  resulting  work  load  on  phy- 
sicians is  certain  to  stimulate  sig- 
nificant changes  in  the  practice  of 
medicine.  Medicare  will  accentuate 
the  trend  away  from  solo  practice 
and  toward  group  and  clinic  med- 
icine. It  could  promote  the  ex- 
ploration of  new  ways  of  organ- 
izing care.  There  may  be  more  em- 
phasis on  the  team  approach  and 
on  hospital-centered  medicine. 
Medicare  will  precipitate  even 
greater  use  of  paramedical  per- 
sonnel. 

Hospital  Admissions  And 
Bed  Occupancy 

Physicians  will  see  more  patients 
with  both  real  and  imaginary 
ailments.  Medicare  recipients  not 
only  will  make  more  frequent  visits 
to  physicians,  but  some  will  insist 


upon  going  to  the  hospital  to  take 
advantage  of  their  benefits.  Phy- 
sicians will  come  under  great  pres- 
sures to  hospitalize  some  of  their 
elderly  patients.  These  pressures 
will  be  generated  by  patients  and 
by  their  families. 

Some  younger  adults  will  be 
anxious  to  transfer  the  responsi- 
bility for  care  of  their  parents  to 
hospitals  and  to  nursing  homes. 
Pressures  also  will  come  from  local 
government  officials.  Some  city 
and  county  commissioners  will  not 
hesitate  to  shift  charity  cases  into 
hospitals  where  Medicare  will  cover 
their  costs. 

The  impact  upon  hospital  care  is 
not  too  difficult  to  predict.  The  19 
million  aged  constitute  9 percent 
of  the  nation’s  population.  They 
currently  occupy  27  percent  of  the 
country’s  estimated  750,000  hospi- 
tal beds.  Some  who  have  studied 
Medicare  forecast  a 10  to  20  per- 
cent jump  in  the  demand  of  the 
elderly  for  hospital  services.  Others 
believe  that  the  increase  might  be 
even  greater,  and  they  predict  that 
general  hospitals  will  be  over-run. 

In  Texas,  the  effect  upon  hos- 
pital care  perhaps  can  be  measured 
even  more  accurately.  Forty-three 
percent  of  those  eligible  for  Kerr- 
Mills  are  being  hospitalized  each 
year.  When  Medicare  goes  into 
effect,  some  886,000  aged  Texans 
automatically  will  become  eligible. 
On  the  basis  of  utilization  exper- 
ience of  the  Kerr-Mills  program, 
some  380,000  may  be  admitted  each 
year  to  Texas  hospitals. 

Regardless  of  the  accuracy  of 
this  projection,  it  is  certain  that 
the  percentage  of  hospital  beds 
occupied  by  the  aged  will  increase 
substantially.  This  larger  census 
will  be  due  not  only  to  high  ad- 
mission rates,  but  also  to  longer 
stays  by  aged  patients.  As  a gen- 
eral rule,  the  elderly  are  admitted 
to  the  hospital  twice  as  frequently 
as  persons  under  65,  and  they  re- 
main in  the  hospital  50  pei’cent 
longer. 

With  these  prospects  ahead, 
acute  bed  shortages  may  be  antici- 
pated in  some  communities.  Phy- 
sicians will  encounter  more  diffi- 
culty in  procuring  beds  for  their 
patients,  both  for  the  elderly  and 
for  those  who  are  younger. 
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"All  Interns  are  Alike" 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards;  they 
all  are  underpaid,  too.  Therefore,  all  interns  are 
alike. 

That's  utter  nonsense,  of  course.  But  it's  no 
more  nonsensical  than  what  some  people  say 
about  aspirin.  Namely:  since  all  aspirin  is  at  least 
supposed  to  come  up  to  certain  required  stand- 
ards, then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences  in- 


volving purity,  potency  and  speed  of  tablet  disinte- 
gration. These  Bayer®  standards  result  in  significant 
product  benefits  including  gentleness  to  the  stom- 
ach, and  product  stability  that  enables  Bayer  tab- 
lets to  stay  strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn't  so. 

You  might  also  say  that  all  interns  aren't  alike, 
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Medical  Practice 
And  the  Hospital 

As  the  Medicare  program  pro- 
gresses, physicians’  practices  will 
become  increasingly  more  oriented 
to  the  hospital.  Doctors  will  spend 
more  time  in  hospitals  because 
many  of  their  elderly  patients  will 
be  there. 

It’s  inevitable  that  hospitals  will 
render  some  medical  services  now 
performed  by  physicians  in  their 
offices.  Medicare’s  basic  benefits 
provide  for  outpatient  hospital 
diagnostic  services,  with  the  pa- 
tient paying  a $20  deductible  and 
20  percent  of  all  charges  above 
that  amount.  Thus,  it  is  logical  to 
assume  that  physicians  and  clinics 
with  elaborate  equipment  may  lose 
some  of  their  income.  Some  of  the 
elderly  who  now  are  receiving 
diagnostic  services  in  the  doctor’s 
offices  will  switch  to  the  out- 
patient department  of  the  hospital. 

It  is  likely,  too,  that  many  of  the 
aged  will  go  directly  to  hospitals 
for  outpatient  care  in  the  evening 
and  on  weekends.  As  a result,  hos- 
pitals will  make  greater  provisions 
for  outpatient  services.  In  some 
sections  of  the  country,  hospitals 
likely  will  hire  more  physicians  to 
staff  these  programs. 

There  is  one  provision  of  the 
Medicare  Act,  however,  which 
should  slow  the  trend  of  hospitals 
in  providing  professional  services. 
At  present,  about  22  percent  of  the 
nation’s  radiologists  are  salaried 
employees  and  another  68  percent 
have  contractual  agreements  with 
hospitals.  Hospitals  also  employ  40 
percent  of  the  pathologists,  29  per- 
cent of  the  physiatrists,  and  about 
9 percent  of  the  anesthesiologists. 
It  is  estimated  that  17,000  of  the 

27,000  physicians  in  these  four 
specialties  are  either  employed  by 
hospitals  or  have  percentage  con- 
tracts with  them.  Under  Medicare, 
physicians  in  these  four  specialties 
will  be  reimbursed  directly  for 
services  under  the  professional 
care  portions  of  the  bill  (Part  B), 
rather  than  through  the  hospital. 
These  specialists  will  be  in  position 
to  render  their  own  statements. 
Thus,  they  should  be  able  to  take  a 
major  step  in  breaking  away  from 
salary  and  percentage  arrange- 
ments with  hospitals.  This  pro- 
vision will  offer  a difficult  adminis- 
trative challenge,  both  to  hospitals 
and  to  the  specialists.  They  will 
have  a responsibility  to  negotiate 
agreements  that  are  equally  fair 
to  the  specialists  and  to  the  hos- 
pitals and,  at  the  same  time,  will 
not  increase  the  cost  of  care  to 
the  patient. 


The  Physician's  Role 
In  Controlling  Utilization 

Under  the  law,  hospitals  and 
nursing  homes  must  invoke  a sys- 
tem for  checking  on  the  medical 
necessity  for  care.  They  must  ap- 
point utilization  review  committees 
which  will  certify  that  the  patient 
is  sick  enough  to  be  in  the  hos- 
pital, and  will  make  certain  that 
he  doesn’t  stay  longer  than  is 
necessary.  These  committees  \vill 
review  admissions  of  patients,  their 
lengths  of  stay,  and  professional 
services  which  have  been  rendered 
to  the  patient.  Physicians  who 
serve  on  these  committees,  in 
effect,  will  evaluate  the  medical 
practices  of  their  colleagues. 

This  assignment  will  not  be  easy 
or  pleasant  for  doctors.  Most  phy- 
sicians understandably  will  be  re- 
luctant to  question  or  to  censure 
their  colleagues  to  help  control  a 
government  program. 

This  problem  will  be  difficult 
particularly  because  physicians 
will  be  dealing  with  patients  who 
believe  they  have  a right  to  stay 
in  the  hospital  for  the  full  period 
of  benefits.  Thus,  the  practicing 
physician  may  be  caught  in  the 
middle  between  the  utilization  com- 
mittee which  may  feel  that  the 
patient  should  be  discharged,  and 
the  aged  beneficiary  and  his  family 
who  may  insist  that  he  should 
stay.  This  responsibility  will  not 
add  to  the  favorable  image  of  the 
doctor  or  the  hospital.  The  patient 
may  regard  the  federal  govern- 
ment as  the  Santa  Claus  who  is 
providing  free  benefits.  The  doctor 
and  the  hospital,  in  turn,  can  only 
receive  criticism  for  denying  or 
curtailing  these  services. 

Changes  in  Hospital  Services 

The  new  law  is  almost  certain 
to  bring  about  fundamental 
changes  in  the  scope  of  hospital 
services.  Medicare  should  provide 
the  motivation  for  expanding  hos- 
pital and  post-hospital  care. 

As  cited  previously,  the  hospital 
will  assume  a larger  role  in  pro- 
viding outpatient  diagnostic  serv- 
ices. Hospital  supervised  home  care 
programs  now  are  comparatively 
rare,  except  in  the  Northeast  and 
on  the  West  Coast.  But  with  the 
stimulus  of  Medicare,  they  will 
become  more  common. 

Medicare  will  be  the  catalyst 
which  will  stimulate  hospitals  to 
develop  extended  care  and  long- 
term facilities.  Hospitals  have  been 
deterred  in  the  past  by  financial 
considerations.  Blue  Cross  gen- 


erally has  not  provided  coverage 
for  patients  in  long-term  units.  In 
addition,  welfare  payments  for  ex- 
tended care  have  been  most  in- 
adequate. Now,  with  generous 
benefits  available  under  Medicare, 
there  will  be  a greater  demand  for 
facilities  for  long-term  care. 

Some  of  the  nation’s  hospitals  al- 
ready have  formulated  plans  for  a 
“full  chain”  of  services.  The  hos- 
pital of  tomorrow  could  offer  in- 
patient care  for  acute  cases,  ex- 
tended long  term  care,  outpatient 
diagnostic  services,  home  care,  and 
nursing  home  services.  This  pat- 
tern could  be  speeded,  and  it  could 
become  more  widespread  under  the 
impetus  of  Medicare.  Once  hospi- 
tals begin  to  offer  a full  chain  of 
services  for  the  elderly,  the  serv- 
ices are  likely  to  be  made  available 
to  other  age  groups  as  well. 

Nursing  Home  Care 

Medicare  undoubtedly  will  have 
a similar  influence  on  nursing 
home  care.  The  new  program  will 
provide  up  to  100  days  of  post- 
hospital care  in  a nursing  home, 
with  the  patient  paying  $5  for  each 
day  after  the  first  20. 

This  nation  now  has  some 

518.000  beds  in  nursing  homes  and 
chronic  disease  hospitals.  Qualified 
observers  estimate  that  321,000 
more  beds  are  needed.  At  the  na- 
tional level  particularly.  Medicare 
could  precipitate  a major  crisis  in 
nursing  home  care. 

Texas  appears  to  be  in  a better 
position.  There  are  some  32,000 
nursing  home  beds  and  an  ad- 
ditional 3,000  custodial  care  beds 
here.  Occupancy  presently  is  run- 
ning around  80  percent.  Officers 
of  the  Texas  Nursing  Home  Asso- 
ciation feel  that  the  present  num- 
ber of  beds  is  generally  adequate, 
except  for  shortages  in  some  areas. 
Nevertheless,  there  is  a great  need 
for  high-quality,  extended  care 
facilities.  The  big  challenge  in 
Texas  will  be  to  upgrade  the  qual- 
ity of  seiwices,  and  to  make  the 
transition  from  custodial  care  in 
many  homes  to  providing  extended 
care  for  those  patients  who  have 
been  hospitalized.  Approximately 
65  percent  of  the  nursing  home 
beds  in  this  state  are  occupied  by 
those  on  public  assistance.  The 
Kerr-Mills  Old  Age  Assistance 
pi’ogram  alone  is  underwriting- 
nursing  home  care  for  more  than 

14.000  persons  monthly.  Thus,  it  is 
not  hard  to  project  what  may  hap- 
pen in  January,  1967,  when  the 
nursing  home  pi-ovisions  of  IMedi- 
care  become  effective.  It  can  be 
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a rapid  lift  from  the  hell  of  depression 


often  relieves 
mental  pain 
in  2-5  days 


NORPRAMIN 


Dore  Illustration 
from 

Dante’s  Inferno 


Norpramin  is  a rapid-acting  specific  drug  for  the  treatment 
of  depression.  Depressive  signs  and  symptoms— sometimes 
described  as  “mental  pain’’— typically  begin  to  improve  in 
2-5  days.  Patients  are  more  hopeful,  less  empty  and  less 
weighed  down  by  their  troubles.  Norpramin  has  only  slight 
sedative  qualities,  nevertheless  anxiety  secondary  to  depres- 
sion is  frequently  relieved  as  depression  is  lifted.  If  anxiety 
or  tension  persists  it  can  be  controlled  by  adding  a tran- 
quilizer or  by  reducing  dosage.  Norpramin  is  not  a MAO 
inhibitor.  Side  effects  are  usually  mild. 


DOSAGE  AND  ADMINISTRATION 

Optimal  results  are  obtained  at  a 
dosage  of  about  150  mg./day— 
two  25  mg.  tablets  t.i.d.  After 
achieving  optimal  results,  a main- 
tenance dose  (50-100  mg./day) 
should  be  sought. 


LAKESIDE  LABORATORIES,  INC.  Milwaukee,  Wisconsin  53201 

IN  BRIEF: 


Indications:  In  depression  of  any  kind— neurotic 
and  psychotic  depressive  reactions;  manic-depres- 
sive or  involutional  psychotic  reactions. 

Contraindications  and  Precautions:  Glaucoma, 
urethral  or  ureteral  spasm,  recent  myocardial  in- 
farction, severe  coronary  heart  disease  and  epilepsy. 
Should  not  be  given  within  two  weeks  of  treatment 
with  a monoamine  oxidase  inhibitor.  Safety  in 
human  pregnancy  has  not  been  established. 

Adverse  Effects:  Side  effects,  usually  mild,  may 


include:  dry  mouth,  constipation,  dizziness,  palpi- 
tation, delayed  urination,  “bad  taste,”  sensory 
illusion,  tinnitus,  agitation  and  stimulation,  sweat- 
ing, drowsiness,  headache,  orthostatic  hypoten- 
sion, flushing,  nausea,  cramps,  weakness,  blurred 
vision  and  mydriasis,  rash,  allergy,  transient 
eosinophilia,  granulopenia,  altered  liver  function, 
ataxia  and  extrapyramidal  signs. 

Supplied:  Norpramin  (desipramine  hydrochloride) 
tablets  of  25  mg.,  in  bottles  of  50,  500  and  1000. 
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anticipated  that  elderly  patients 
quickly  will  fill  most  all  of  the 
beds  in  those  facilities  which  qual- 
ify for  approval. 

Provisions  for  Home  Care 

Medicare  also  will  push  strongly 
for  more  home  care  services  for 
the  elderly.  This  new  federal  pro- 
gram makes  provisions  for  house 
calls  by  physicians,  and  up  to  100 
post-hospital  visits  in  the  patient’s 
home  by  nurses  and  technicians. 
In  contrast,  few  insurance  policies 
cover  home  care  services. 

The  trend  has  been  away  from 
house  calls  in  recent  years.  With 
great  scientific  advances  in  med- 
icine, much  more  efficient  care  can 
be  rendered  in  the  physician’s  of- 
fice and  in  the  hospital.  Neverthe- 
less, with  generous  benefits  under 
Medicare,  the  present  pattern  of 
home  care  might  be  altered,  at 
least  as  it  applies  to  the  aged. 

More  Physicians  and  Nurses 
Will  Be  Necessary 

Medicare  is  certain  to  place  new 
demands  on  the  doctor’s  time  and 
energies  in  delivering  high  quality 
care.  This,  in  turn,  will  intensify 
the  need  for  more  physicians, 
nurses  and  paramedical  personnel. 

The  training  of  doctors,  nurses, 
and  technicians  already  is  lagging 
behind  the  upsurge  in  population 
and  the  increased  public  demand 
for  health  services.  Nationwide, 
more  than  70,000  new  physicians 
must  be  graduated  by  1975  to 
maintain  the  present  doctor-patient 
ratio. 

Texas  now  has  some  9,500  active 
physicians.  On  the  basis  of  con- 
tinuing surveys  by  the  Texas  Med- 
ical Association,  there  is  a need 
for  a greater  number  of  doctors, 
particularly  in  some  of  the  smaller 
communities  and  in  many  rural 
areas.  The  great  need  at  present 
is  for  more  family  physicians.  The 
Association’s  Placement  Service 
consistently  maintains  a roster  of 
more  than  115  opportunities  in 
general  practice. 

The  need  for  more  physicians  is 
relatively  insignificant,  however, 
when  compared  with  the  need  for 
nurses.  The  Surgeon  General’s 
Consultant  Group  reports  that 
this  country  will  need  300,000  more 
professional  nurses  by  1970.  Texas 
presently  has  some  17,700  active 
nurses.  The  state  unfortunately 
ranks  46th  in  the  nation  in  the 
number  of  nurses  per  100,000 
population.  According  to  the  Texas 


Hospital  Association,  10,500  nurses 
are  needed  now  to  catch  up  with 
the  current  demand.  There  are 
estimates  that  Texas  will  need  a 
total  of  50,000  nurses  by  1980. 
This  is  three  times  the  present 
number. 

With  the  outlook  already  dismal. 
Medicare  can  only  make  more 
severe  the  discrepancy  between 
supply  and  demand.  It  will  place 
even  greater  pressures  upon  phy- 
sicians and  those  dedicated  to  pa- 
tient care.  The  most  difficult 
challenge  of  all  will  be  to  maintain 
the  present  high  quality  of  medical 
care. 

"Reasonable"  Fees 

The  Medicare  program  is  cer- 
tain to  have  an  impact  on  phy- 
sicians’ fees.  According  to  the  law, 
the  government  will  pay  “reason- 
able” fees  for  services  rendered. 
The  Secretary  of  the  Department 
of  Health,  Education,  and  Welfare 
has  stated  that  the  term  “reason- 
able” will  be  “the  customary 
charges  of  the  physician  and  the 
prevailing  rates  in  the  commun- 
ity.” Insurance  carriers  and  the 
government  will  check  and  cross- 
check to  make  certain  that  fees 
fall  within  this  definition. 

Medicare  provides  that  doctors 
may  collect  their  fees  in  one  of 
two  ways.  Under  one  option,  phy- 
sicians can  accept  an  assignment 
by  the  patient  for  services  ren- 
dered. The  physician  then  will  sub- 
mit the  assignment  to  the  insur- 
ance carrier  for  reimbursement. 
If  this  assignment  option  is  em- 
ployed, the  doctor  would  have  to 
accept  the  charge  allowed  by  the 
insurance  carrier  as  his  total  fee. 
As  an  alternative,  the  doctor  may 
bill  the  patient  his  usual  charge 
for  services  rendered.  After  pay- 
ing the  physician,  the  patient  can 
secure  reimbursement  by  submit- 
ting the  receipted  statement  to  the 
insurance  carrier. 

From  a practical  standpoint,  it 
is  likely  that  most  patients  first 
will  make  certain  that  the  doctor 
will  accept  the  fee  approved  by 
the  insurance  carrier.  This,  in 
time,  undoubtedly  will  contribute 
to  a general  leveling  of  fees  and 
some  loss  of  professional  indepen- 
dence. It  also  could  be  the  fore- 
runner of  an  established  fee  sched- 
ule which  physicians  would  have 
to  accept  if  they  wish  to  partici- 
pate in  the  Medicare  program. 

With  these  developments,  it  is 
safe  to  assume  that  physicians’ 
fees  will  come  under  greater 


scrutiny  than  ever  before.  The 
Medicare  formula  for  paying  phy- 
sicians also  could  exert  a strong 
influence  on  charging  patterns  for 
the  care  of  those  under  65.  Pa- 
tients under  65  will  not  be  inclined 
nor  should  they  be  expected  to 
pay  a higher  fee  than  an  older 
person  with  comparable  resources 
for  a similar  service  from  the 
same  physician.  Therefore,  Medi- 
care could  establish  a pattern  for 
the  remainder  of  the  physician’s 
practice. 

It  generally  has  been  assum.ed, 
particularly  during  the  heated  de- 
bate on  the  King-Anderson  pro- 
posal, that  the  Medicare  progi-am 
adversely  would  affect  the  phy- 
sician’s income.  To  the  contrary, 
at  least  at  first,  most  Texas  phy- 
sicians who  choose  to  care  for 
Medicare  patients  will  gain  sub- 
stantially in  income.  Except  for 
those  in  pediatrics  and  obstetrics, 
most  physicians  can  anticipate  a 
heavier  patient  load.  In  addition, 
many  doctors  will  find  that  Medi- 
care will  compensate  them  for 
about  one  quarter  of  the  work  that 
they  now  do  for  nothing.  It  is 
estimated  that  the  average  Texas 
physician  will  receive  approxi- 
mately $5,000  each  year  in  pay- 
ments from  the  Medicare  pro- 
gram. Not  all  of  it  will  represent 
new  income,  however.  Some  of  it 
merely  will  replace  present  fees 
paid  by  patients,  health  insurance, 
and  Keri'-Mills  payments. 

Health  Insurance  Charges 

It  also  can  be  predicted  with 
confidence  that  far-reaching 
changes  lie  ahead  in  the  patterns 
of  health  insurance.  They  will 
affect  not  only  the  elderly  but  all 
age  groups. 

Medicare  will  force  the  termina- 
tion or  the  drastic  I’evision  of  pro- 
tection now  in  effect  for  more 
than  10  million  aged  who  are 
covei’ed  by  health  insurance. 

Benefits  under  the  supplemen- 
tary insurance  portion  of  Medi- 
care will  include  physician  serv- 
ices furnished  in  the  office,  the 
hospital,  or  in  the  home.  Benefits 
also  will  provide  100  nui’sing  home 
visits  each  year;  diagnostic  tests, 
x-rays,  and  laboratory  tests ; surgi- 
cal dressings,  splints,  braces,  equip- 
ment and  even  ambulance  services. 
Those  who  voluntarily  choose  to 
enroll  will  pay  a monthly  premium 
of  $3  for  this  insurance.  The  fed- 
eral government  will  match  it  with 
payments  of  $3  a month  from  gen- 
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when  even  southern  sun 

fails  to  warm  cold  hands  and  feet 


provide  rapid,  sustained  vasodilation  for  warmth  and  relief  of  pain, 
dizziness  and  faintness  in  patients  with  impaired  peripheral  circulation 


GERILIQUID  warms  cold  hands  and  feet 
through  the  thermogenic  action  of  glycine 
and  through  sustained  vasodilation  by  gly- 
cine and  niacin.  In  addition,  in  patients  with 


impaired  peripheral  circulation,  geriliquid 
increases  the  ability  to  walk  farther  with 
less  pain.  Patients  particularly  like  the  pal- 
atable, sherry  wine  base. 


IN  BRIEF:  Composition : Each  5 ml.  contains : niacin  75  mg.  and  aminoacetic  acid  (glycine)  750  mg.  in  a palatable  sherry  wine  base;  alcohol  5%. 
Side  Effects:  Occasional  lightheadedness  or  transient  itching  which  may  disappear  with  continued  use.  There  are  no  known  contraindications; 
however,  caution  is  advised  when  there  is  concomitant  administration  of  a coronary  vasodilator. 

Administration  and  Dosage : One  or  two  teaspoonfuls  3 times  a day  before  meals.  If  flushing  is  objectionable,  dosage  may  be  lowered.  How- 
ever, tolerance  to  flushing  usually  develops  without  loss  of  efficacy  in  regard  to  vasodilation. 


Supplied:  Bottles  of  8 oz.  and  16  oz. 


LAKESIDE  LABORATORIES,  INC. 
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eral  tax  revenues.  Patients  also 
will  be  required  to  pay  the  first 
$50  of  services  and  supplies  which 
they  receive  each  year,  along  with 
20  percent  of  all  costs  over  $50. 

Approximately  80  to  85  percent 
of  the  Texas  aged  may  enroll  in 
this  voluntary  program.  This  high 
percentage  of  participation  can  be 
anticipated  for  two  reasons.  First, 
this  tax-subsidized  policy  repre- 
sents a bargain  to  elderly  persons 
who  will  be  entitled  to  benefits 
which  they  could  not  possibly  ob- 
tain at  a comparable  premium 
from  insurance  companies.  This 
premium  ultimately  will  be  in- 
adequate, and  the  government 
probably  will  be  forced  to  raise 
it  after  three  years.  Nevertheless, 
at  this  time,  looking  at  this  ques- 
tion strictly  from  the  standpoint 
of  the  aged,  the  supplementary  in- 
surance program  represents  a good 
buy.  There  is  a second  factor 
which  will  contribute  to  the  high 
percentage  of  participation.  Some 
230,000  elderly  Texans  now  on  Old 
Age  Assistance — representing  30 
percent  of  the  entire  aged  popula- 
tion of  the  state — will  receive  these 
policies  at  no  cost.  It  is  almost 
certain  that  the  State  Department 
of  Public  Welfare  will  use  avail- 
able monies  from  the  Kerr-Mills 
program  to  pay  the  monthly  prem- 
ium of  $3  for  each  recipient  on  the 
rolls. 

When  Medicare  benefits  become 
operative  next  July,  voluntary 
health  insurance  for  those  65  and 
over,  for  the  most  part,  will  be 
drastically  changed.  Programs 
which  appear  headed  for  oblivion 
are  the  state  65  plans.  The  Texas 
65  program,  which  has  met  a 
specific  need  and  which  has  pro- 
vided good  coverage  at  a reason- 
able cost,  most  likely  will  be  dis- 
solved. 

Many  commercial  companies 
have  announced  that  they  will 
stop  writing  policies  altogether  for 
the  elderly.  These  companies  will 
concentrate  their  energies  on  the 
younger  population.  However,  some 
commercial  companies  have  an- 
nounced that  they  will  redesign 
their  policies  to  provide  supple- 
mentary coverage. 

Representatives  of  the  Depart- 
ment of  Health,  Education,  and 
Welfare  have  indicated  that  Medi- 
care will  cover  some  40  percent  of 
the  total  medical  costs  of  the  aged. 
It  appears  likely  that  at  least  one- 
third  of  the  aged  will  want  even 
more  extensive  coverage,  and  that 
they  may  be  willing  to  pay  for  it 
themselves.  Mr.  Walter  McBee  has 
indicated  that  Blue  Cross-Blue 


Shield  of  Texas  will  change  its 
emphasis  to  major  medical  insur- 
ance. Blue  Cross’s  new  policy  will 
supplement  Medicare  by  providing 
a deductible  of  $250  and  covering 
up  to  $7,500  in  one  year  for  doctor, 
hospital,  and  drug  bills,  and  up 
to  $15,000  in  a lifetime. 

Medicare  also  will  have  a great 
effect  on  health  insurance  cover- 
age for  those  under  aged  65.  Some 
insurance  executives  see  this  new 
program  as  a stimulus  in  one 
sense.  Medicare  will  provide  for 
many  services  not  traditionally 
covered  by  Blue  Cross  and  the  com- 
mercial companies.  The  younger 
population  will  want  protection 
that  is  at  least  as  good  as  the 
government  has  provided  for  their 
parents  and  grandparents.  Labor 
unions  probably  will  use  Medicare 
benefits  as  minimum  standards  to 
negotiate  improvements  with  bus- 
iness and  industry.  Therefore,  it 
can  be  anticipated  that  health 
insurance  coverage  will  become 
more  comprehensive. 

From  this  discussion,  it  seems 
clear  that  profound  changes  will 
occur  in  medicine.  Whether  we  like 
it  or  not.  Medicare  is  just  around 
the  corner,  and  it  will  have  a tre- 
mendous impact  upon  patient  care 
and  upon  those  who  render  those 
services. 

Despite  the  coming  of  Medicare, 
physicians  can  be  extremely  proud 
of  their  accomplishments  in  patient 
care  for  the  needy  aged.  Physicians 
and  hospitals  deserve  great  credit 
for  making  Kerr-Mills  in  Texas  an 
effective  program.  The  insurance 
sector  also  can  be  proud  for  Texas 
leads  the  entire  nation  in  the  per- 
centage of  the  aged  who  are 
covered  by  health  insurance. 

Much  has  been  accomplished  but, 
obviously,  not  enough.  The  fight 
against  governmental  controls  is 
still  with  medicine  today. 

It  should  be  acknowledged  that 
180  million  Americans  are  not 
covered  by  Medicare.  Most  of  them 
will  continue  to  be  cared  for  pri- 
marily through  private  medicine. 
It  is  true  that  Medicare  has  ab- 
sorbed 19  million  elderly,  but  they 
represent  only  9 percent  of  this 
nation’s  total  population.  Medicine 
has  a big  task  to  preserve  the  re- 
mainder, and  to  demonstrate  the 
great  advantages  of  the  free  enter- 
prise system. 

With  the  implementation  of 
Medicare  and  other  federal  pro- 
grams, physicians  will  be  com- 
pelled to  rely  more  and  more  upon 
their  medical  societies.  To  repre- 
sent the  profession  effectively, 
medical  societies  will  need  the  par- 


ticipation of  a greater  number  of 
physicians. 

Medical  societies  must  exert  in- 
telligent and  energetic  leadership 
in  the  months  ahead.  At  this  time 
— more  than  ever  before — we  need 
unity  of  purpose,  freedom  of 
thought,  optimism,  and  most  of  all, 
a high  morale. 

— C.  Lincoln  Williston,  Austin, 
Executive  Secretary, 

Texas  Medical  Association. 


"Reverse  Permanent"  Causes 
Lymph  Node  Swellings 

The  cause  of  an  increasing  num- 
ber of  lymph  node  swellings  in  the 
necks  of  Negro  men  has  been 
traced  to  self-administered  home 
permanents,  reports  the  American 
Medical  Association.  Hair-straight- 
ening is  becoming  popular,  and 
home-mixed,  self-applied  “reverse 
permanents”  to  take  the  curl  from 
hair  are  the  cause  of  trouble. 

A high-powered  curl-removing 
paste  made  from  potatoes,  eggs, 
and  lye  has  caused  scalp  burns, 
irritation,  and  infection,  which 
lead  to  cervical  lymphadenitis.  One 
or  more  tender  masses  appear  as 
much  as  two  weeks  after  the  hair 
straightener  is  applied.  These 
lumps  eventually  disappear,  but  in 
the  meantime  are  sometimes  mis- 
taken for  cancerous  tumors.  Drain- 
age of  the  swollen  masses  and  ad- 
ministration of  broad  spectrum 
antibiotics  have  proved  an  effec- 
tive treatment. 


"I  have  a weak  stomach,  so  can't  I just 
watch  a couple  of  enemas  on  closed  cir- 
cuit TV?" 
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Old  Age  Contract 
Extended  Six  Months 


The  contract  between  Blue  Cross 
and  the  State  Department  of  Pub- 
lic Welfare  for  Old  Age  Assistance 
recipients  has  been  extended  for 
six  months,  through  June  30,  1966. 
At  that  time,  with  the  advent  of 
Medicare,  the  program  is  scheduled 
to  be  complete. 

The  State  Department  of  Public 
Welfare  will  pay  a premium  of 
$10.79  monthly  for  each  of  the 
230,000  OAA  recipients  on  its  rolls 
for  insurance  coverage  and  for 
medical  and  hospital  benefits. 

Officials  of  Blue  Cross  have  ex- 
pressed concem  about  high  costs 
and  utilization  of  services  in  sev- 
eral areas  of  the  state.  It  is  im- 
portant for  all  physicians  and  hos- 
pitals to  be  cognizant  of  utilization 
to  avoid  reduction  of  benefits  prior 
to  the  scheduled  termination  of  the 
program.  Many  medical  staffs 
throughout  the  state  have  ap- 
pointed utilization  committees. 
These  committees  are  making  a 
significant  contribution  in  keeping 
the  cost  of  the  program  on  a 
reasonable  basis. 


Postgraduate  Courses 

Ninth  Annual  Cardiac  Symposi- 
um, Phoenix,  Jan.  28-29. — Spon- 
sored by  the  Arizona  Heart  Asso- 
ciation in  cooperation  with  the 
American  Academy  of  General 
Practice,  the  symposium  has  been 
approved  for  10  hours  postgrad- 
uate credit  under  Category  I.  Sub- 
jects to  be  discussed  include  case 
selection  and  evaluation  for  pros- 
thetic valve  replacement,  present 
criteria  for  selection  of  patients 
with  acquired  valvular  heart  dis- 
ease for  surgery,  surgical  experi- 
ence with  valvulotomy,  valvulo- 
plasty and  complete  replacement, 
office  management  of  the  patient 
with  a heart  murmur,  pulmonary 
heart  disease,  cardiovascular  prob- 
lems in  adolescence,  the  role  of 
arteriography  in  coronary  artery 
disease,  surgical  treatment  of  coro- 
nary artery  disease,  and  panel  dis- 
cussions on  valvular  heart  disease 
and  coronary  disease. 

Registration  for  two  days  is  $15, 
and  one  day,  $10.  Further  informa- 
tion may  be  obtained  from  the  Ari- 


zona Heart  Association,  2824  North 
16th  Street,  Phoenix,  Ariz.  85006. 

Spring  Clinical  Conference,  Dal- 
las, March  21-23,  1966. — Presented 
by  the  Dallas  Southern  Clinical 
Society,  the  conference  is  accept- 
able for  19  hours  credit.  Category 
II,  of  the  American  Academy  of 
General  Practice.  The  conference 
will  feature  general  assemblies, 
scientific  exhibits,  panel  discus- 
sions, roundtable  luncheons,  techni- 
cal exhibits,  postgraduate  lectures, 
and  a clinical  pathological  confer- 
ence. Advance  registration  may  be 
obtained  by  writing  the  Dallas 
Southern  Clinical  Society,  Medical 
Arts  Building,  Dallas  75201. 

Tuberculosis  My  cobacteriology, 
Austin,  Feb.  14-16.  — The  Labora- 
tory Workshop  and  the  Texas  State 
Department  of  Health  will  present 
a general  project  in  the  bacteriology 
of  tuberculosis.  The  various  atypi- 
cal acid-fast  mycobacteria  will  be 
considered  in  this  course,  which  is 
limited  to  four  participants.  There 
is  no  registration  fee,  but  admit- 
tance is  by  advance  registration. 
Further  information  and  applica- 
tion forms  may  be  obtained  from 
Dr.  J.  V.  Irons,  Director  of  Labora- 
tories, Texas  State  Department  of 
Health,  1100  West  49th  Street, 
Austin. 

Public  Health  Mycology,  Austin, 
Feb.  16-18. — Also  presented  by  the 
Laboratory  Workshop  and  the  Tex- 
as State  Department  of  Health,  the 
course  will  be  a general  project  in 
the  morphology,  culture,  and  identi- 
fication of  the  fungi  of  medical  sig- 
nificance of  dermatophytes  and  the 
systemic  fungi.  Information  may 
be  obtained  from  Dr.  Irons,  address 
given  previously. 

Current  Concepts  of  Infectious 
Diseases,  Philadelphia,  Feb.  7-10, 
1966. — Presented  by  the  American 
College  of  Physicians,  the  course 
will  review  basic  principles  of  in- 
fectious diseases  as  related  to  diag- 
nosis and  management.  New  knowl- 
edge in  the  fields  of  microbiology, 
immunology,  and  in  the  utilization 
of  antibiotic  and  chemotherapeutic 
agents  will  be  discussed.  Techniques 
of  diagnostic  procedures  will  be 
demonstrated.  Topics  to  be  covered 
in  the  field  of  infectious  diseases 
include  bacterial  and  atypical  pneu- 
monias, chronic  infections  of  the 
pulmonary  tract,  infections  of  the 
central  nervous  system  and  gastro- 
intestinal tract,  endocarditis,  viral 
and  fungal  infections,  tuberculosis, 
staphylococcal  and  streptococcal  in- 
fections, prophylactic  and  thera- 
peutic uses  of  antibiotic  and  chemo- 


therapeutic agents,  as  well  as  other 
problems. 

Registration  fees  are  $60  for 
members  of  the  American  College 
of  Physicians  and  $100  for  non- 
members. Registration  forms  and 
requests  for  information  can  be  ob- 
tained from  Dr.  Edward  C.  Rose- 
now,  Jr.,  Executive  Director,  The 
American  College  of  Physicians, 
4200  Pine  Street,  Philadelphia,  Pa. 
19104. 

Pediatrics  Postgraduate  Course, 
University  of  Texas  Medical 
Branch  at  Galveston,  Feb.  17-19, 
1966. — The  American  Academy  of 
General  Practice  has  accredited  this 
course  for  15  hours  of  postgraduate 
work.  Registration  is  $15,  and  a 
special  invitation  is  made  to  nurses, 
residents,  interns,  and  students  to 
attend  the  sessions  at  no  cost. 

Guest  speakers  include  Dr.  Giulio 
J.  Barbero,  assistant  professor  of 
the  Department  of  Pediatrics  of  the 
University  of  Pennsylvania  School 
of  Medicine;  Dr.  Samuel  Livings- 
ton, assistant  professor  of  the  De- 
partment of  Pediatrics  of  the  Johns 
Hopkins  University  School  of 
Medicine;  Dr.  Harris  D.  Riley,  Jr., 
professor  and  chairman  of  the  De- 
partment of  Pediatrics  of  the  Uni- 
versity of  Oklahoma  School  of 
Medicine;  Dr.  Robert  M.  Smith, 
assistant  clinical  professor  of  the 
Department  of  Anesthesiology  of 
the  Harvard  Medical  School,  and 
Dr.  Stanley  W.  Wright,  professor 
of  the  Department  of  Pediatrics  of 
the  University  of  California  School 
of  Medicine. 

Advance  registration  is  urged. 
Any  correspondence  regarding  the 
course  may  be  made  through  the 
Director  of  Postgraduate  Educa- 
tion, University  of  Texas  Medical 
Branch,  Galveston. 


"PR  At  Its  Best"  Talk 
Given  by  Dr.  Kenyon 


Dr.  Rex  Kenyon,  president  of 
the  Oklahoma  Medical  Association, 
spoke  before  a joint  meeting  of 
Abilene  physicians  and  their  wives 
and  community  leaders  at  the  open- 
ing of  the  United  Fund  Drive  for 
Abilene.  Dr.  0.  E.  Harper,  presi- 
dent of  the  Taylor-Jones  Counties 
Medical  Society,  said  that  Dr.  Ken- 
yon’s speech  was  “public  relations 
at  its  best”  in  that  he  “produced 
a marked  change  in  the  attitude 
of  Abilene  community  leaders  to- 
ward Abilene  physicians.” 
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the  price  of  **success” 
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Hypertension  has  been  called  the  price  of  success . . . and  in  some  life-situations, 
the  cost  of  failure.  In  either  event,  Metatensin  lowers  blood  pressure,  cushions 
the  patient  against  stress  and  retards  the  progress  of  disease.  Metatensin  is  effec- 
tive and  economical.  It  is  well-tolerated  over  long  periods. 


THERAPY 
YOU  CAN  STAY 
WITH 


METATENSIN' 

EACH  SCORED  TABLET  CONTAINS: 

Metahydrin®  (trichlormethiazidel  2 mg.  or  4 mg.  Reserpine  0.1  mg. 


In  Brief:  Patients  with  hepatic  cirrhosis  or  diarrheal  syndromes,  or  under  therapy  with  digitalis,  ACTH,  or  potassium-iosing  steroids,  shouid  be  obsers'ed  for  signs 
of  hypokalemia.  With  thiazides,  electrolyte  depletion,  diabetes,  gout,  granulopenia,  nausea,  pancreatitis,  cholestatic  jaundice,  flushing,  mild  muscle  cramps,  con- 
stipation, photosensitivity,  acute  myopia,  perimacular  edema,  paresthesias,  neonatal  bone  marrow  depression  in  infants  of  mothers  who  received  thiazides  during 
pregnancy,  skin  rash  or  purpura  with  or  without  thrombocytopenia,  may  occur.  With  reserpine,  untoward  effects  may  include  depression,  peptic  ulcer  and  bron- 
chial asthma.  Withdraw  medication  at  least  7 days  prior  to  electroshock  therapy,  2 weeks  prior  to  elective  surgery.  Contraindications  are  complete  renal  shutdown, 
rising  azotemia  or  development  of  hyperkalemia  or  acidosis  in  severe  renal  disease. 

Supplied  : Metatensin  tablets,  2 mg.,  4 mg.  — bottles  of  100  and  1000. 


LAKESIDE  LABORATORIES,  INC. 


Milwaukee,  Wisconsin  53201 
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ADVANCES  IN  DRUG  RESEARCH 


Allopurinol:  Xanthine  Oxidase  inhibitor 


Allopurinol  [Zyloprim,  Bur- 
roughs Wellcome  and  Co.,  Inc.;  4- 
hydroxypyrazolo  (3,  4-d)  pyrimi- 
din;  H.P.P.}  is  a xanthine-oxidase 
inhibitor  under  clinical  investiga- 
tion. It  is  used  to  treat  primary 
and  secondary  hyperuricemia,  as 
in  gout,  to  prevent  the  deposit  of 
urates  in  the  tissues  and  to  prevent 
bone,  joint,  and  renal  damage.  This 
drug  presents  a new  approach  in 
the  treatment  of  hyperuricemia 
associated  with  gout  and  other 
conditions  in  that  it  acts  on  purine 
catabolism  without  disrupting  the 
biosynthesis  of  vital  purines.  Allo- 
purinol is  a structural  analogue  of 
the  natural  purine  metabolite,  hy- 
poxanthine,  and  inhibits  the  en- 
zyme xanthine  oxidase  which  catal- 
yzes the  oxidation  of  hypoxan- 
thine  to  xanthine  and  xanthine  to 
uric  acid.  Thus,  allopurinol  exerts 
substantial  reduction  in  serum  and 
urinary  uric  acid  levels. 

Allopurinol  was  synthesized  as  a 
member  of  a series  of  potential 
antitumor  pyrazolopyrimidines  by 
Roland  K.  Robins  at  New  Mexico 
Highlands  University  in  1956.^  In 
1957  Skipper  and  others^  reported 
on  the  “structure-activity  relation- 
ships upon  screening  a series  of 
pyrazolopyrimidines  against  ex- 
perimental neoplasms,”  and  con- 
cluded that  allopurinol  was  in- 
active against  adenocarcinoma — 
755  at  doses  of  150  mg. /kg.  every 
other  day  or  250  mg./kg.  per  day  in 
three  divided  doses.  The  compound 
was  also  reported  to  be  inactive 
against  leukemia  L-5178  (at  100 
mg./kg.  every  other  day)  and 
leukemia-L-1210  (100  mg./kg.  every 
other  day). 

More  recently  Elion  and  co- 
workers® demonstrated  that  allo- 
purinol inhibits  xanthine  oxidase 
activity  in  vivo  at  nontoxic  levels, 
which  can  result  in  the  increased 
effectiveness  of  a number  of  6- 
substituted-purines.  Considering 
that  6-mercaptopurine  (Purine- 
thol;  6-M.P.)  is  metabolized  to  6- 
thiouric  acid  and  inorganic  sulfate 
and  that  6-thiouric  acid  arises  by 
the  action  of  xanthine  oxidase  on 
6-mercaptopurine,  Elion  and  co- 


workers proceeded  to  study  the  ef- 
fects of  xanthine  oxidase  inhibitors 
on  the  anti-cancer  action  of  6-sub- 
stituted  purines.  In  view  of  the 
xanthine  oxidase  inhibitory  activi- 
ty of  allopurinol  and  its  moderate 
toxicity,  this  pyrazolopyrimidine 
was  selected  for  study.  Thus,  it 
was  determined  whether  the  oxida- 
tion of  a mercaptopurine  could  be 
altered  by  inhibiting  xanthine-oxi- 
dase, and  whether  the  potency  and 
possibly  the  chemotherapeutic  in- 
dex of  mercaptopurine  could  be 
affected. 

It  is  reported  that  combining  6- 
mercaptopurine  and  allopurinol  re- 
sults in  an  improved  chemothera- 
peutic index  of  6-M.P.  in  both  the 
inhibition  of  adenocarcinoma — 755 
and  the  suppression  of  an  immune 
response  since  toxicity  to  the  host 
is  not  increased  proportionately  to 
toxicity  to  the  tumor.  Experiments 
in  the  mouse  and  human  demon- 
strate that  inhibition  of  xanthine 
oxidase  activity  can  be  attained  in 
vivo  when  allopurinol  is  adminis- 
tered. Such  inhibition  results  in  a 
decreased  metabolic  oxidation  of  6- 
mercaptopurine  and  other  6-sub- 
stituted  purines. 

Wyngaarden  and  associates* 
studied  the  control  of  hyperuri- 
cemia with  allopurinol  by  adminis- 
tering the  drug  to  25  hyperuri- 
cemic  patients  for  periods  up  to 
five  months.  In  all  subjects  serum 
and  urinary  acid  levels  decreased 
with  a concomitant  increase  in 
excretion  of  oxypurines  (hypoxan- 
thine  plus  xanthine).  The  latter 
amounted  to  only  one-half  to  one- 
third  of  reduced  urate  excretion. 
Therefore,  a second  effect  upon 
purine  synthesis  de  novo  was  sus- 
pected. Since  J7.F.P.-ribonucleotide 
has  been  shown  to  be  a potent 
pseudo-feedback  inhibitor  of  the 
first  enzyme  of  purine  synthesis, 
H.P.P.  can  be  considered  a bi- 
functional inhibitor  affecting  both 
first  and  last  steps  of  uric  acid 
synthesis. 

Rundles  and  others^  also  studied 
the  effects  of  allopurinol  on  thio- 
purine  metabolism,  hyperuricemia, 


and  gout.  These  authors  rational- 
ized that  if  H.P.P.  acted  only  in 
the  capacity  of  xanthine  oxidase 
inhibitor  without  exerting  other 
effects  on  purine  metabolism,  the 
rise  of  oxypurine  excretion  in  the 
urine  should  balance  to  a reason- 
able degree  the  decrease  in  uric 
acid  excretion.  Since  this  was  not 
observed,  these  researchers  con- 
sidered a number  of  explanations 
including  retention  or  reutilization 
of  the  purines,  an  effect  of  H.P.P. 
on  de  novo  purine  synthesis. 

Rundles  and  others  reported  the 
following  conclusions.  H.P.P.  re- 
duces the  oxidation  of  mercapto- 
purine in  patients  with  granulo- 
cytic leukemia.  The  effective  thera- 
peutic dose  of  6-mercaptopurine  is 
reduced  about  four  fold  by  the 
simultaneous  administration  of 
200-300  mg.  of  H.P.P.  It  is  also 
noted  that  H.P.P.  represents  a new 
type  of  therapeutic  agent  for  the 
treatment  of  gout.  The  decrease  of 
serum  uric  acid  concentration  and 
the  amount  of  uric  acid  excreted  in 
the  urine  is  related  closely  to  the 
basic  abnormality  in  this  disease. 
Allopurinol  should  be  a useful  sup- 
plement to,  or  substitute  for, 
standard  uricosuric  and  anti-in- 
flammatory agents. 

The  relatively  small  increase  in 
oxypurine  excretion  in  the  urine 
as  compared  to  the  larger  decrease 
in  uric  acid  excretion  produced  by 
this  drug  suggests  that  one  im- 
portant effect  of  the  compound 
may  be  suppression  of  de  novo 
purine  biosynthesis.  It  has  been 
hypothesized  also  that  H.P.P.  may 
be  converted  to  its  ribonucleotide 
in  vivo  and  then  in  this  form  act 
as  an  inhibitor  of  the  first  enzyme 
of  purine  synthesis  which  is  known 
to  be  the  site  of  a feedback  regula- 
tory mechanism.  The  foregoing 
hypothesis  is  supported  by  data 
showing  that  the  ribonucleotide 
derivative  of  H.P.P.  is  a potent 
enzyme  inhibitor.^ 

Yii  and  associates^  have  reported 
that  in  man  the  drug  effectively 
inhibits  uric  acid  formation,  re- 
ducing uric  acid  and  increasing 
xanthine  and  hypoxanthine  levels 
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in  the  plasma  and  urine.  In  a 
study  of  50  gouty  patients  receiv- 
ing from  300-600  mg.  of  the  drug 
per  day,  the  serum  urate  was  re- 
duced to  less  than  7.0  mg.  per 
100  cc.  in  about  35  patients.  The 
urinary  uric  acid  excretion,  on 
the  average,  was  about  halved. 
Adding  a uricosuric  drug  to  allo- 
purinol  therapy,  a further  reduc- 
tion in  the  serum  urate  and  an  in- 
crease in  renal  elimination  of  uric 
acid  were  usually  observed.  The 
urinary  excretion  of  xanthine  and 
hypoxanthine  was  greatly  en- 
hanced. One  exception  was  not  in 
proportion  to  the  decline  in  uric 
acid  excretion. 

Some  patients  with  extensive 
tophi  were  observed  long  enough  to 
establish  that  H.P.P.  can  arrest 
the  formation  of  fresh  deposits  and 
mobilize  the  old,  a process  that  ap- 
pears to  be  facilitated  by  conjoint 
use  of  uricosuric  drugs.  Repeated 
passage  of  uric  acid  stone,  “gra- 
vel” or  “sand”,  generally  ceased 
quickly  after  initiation  of  drug 
therapy.  H.P.P. , which  has  no 
antirheumatic  properties,  was  in- 
effective in  relieving  pain  or  stiff- 
ness in  chronic  gouty  arthritis. 
However,  in  the  latter  case  sali- 
cylates could  be  administered  con- 
currently, without  interference, 
until  the  tophaceous  deposits  are 
sufficiently  mobilized. 

The  most  severe  complication 
was  the  inordinate  precipitation  of 
acute  gouty  arthritis,  sometimes 
despite  colchicine  prophylaxis. 

Klinenberg  and  associates'^'  found 
that  eight  gouty  patients  could 
tolerate  H.P.P.  in  doses  up  to  SOO 
mg.  daily.  In  this  study  all  patients 
showed  a fall  in  plasma  urate  from 
hyperuricemic  levels  to  concentra- 
tions of  less  than  2 mg.  per  100  cc. 
The  plasma  oxypurine  concentra- 
tion rose  to  a maximum  of  0.9  mg. 
per  100  cc.  Concomitant  24-hour 
uric  acid  excretions  dropped  and 
oxypurine  excretions  rose  from  15 
mg.  every  24  hours  to  more  than 
250  mg.  every  24  hours.  Contrary 
to  previous  reports,  these  investi- 
gators found  no  decrease  in  the 
total  urinary  excretions  of  uric 
acid  and  oxypurines  in  the  gouty 
patients  taking  the  drug. 

The  renal  clearance  of  oxy- 
purines was  measured  in  four 
patients  receiving  H.P.P.  With 
plasma  oxypurine  levels  of  0. 3-0.9 
mg.  per  100  cc.,  the  oxypurine  inu- 
lin  clearance  ratios  were  between 
0.7-1. 9.  These  investigators  con- 
cluded that  the  inhibition  of  xan- 
thine oxidase  is  advantageous  be- 
cause the  renal  clearance  of  oxy- 


purines is  at  least  ten  times 
greater  than  that  of  uric  acid. 
Since  the  resulting  plasma  oxy- 
purine levels  do  not  exceed  satura- 
tion, tissue  deposits  appear  un- 
likely. 

Although  H.P.P.  was  well  tolera- 
ted, it  was  pointed  out  that  due  to 
the  high  renal  clearance  of  xan- 
thine and  its  limited  solubility  at 
the  pH  of  the  urine,  xanthine  stone 
formation  remains  a possible  com- 
plication of  the  prolonged  use  of 
the  drug. 

Forty  patients  with  primary 
gout  achieved  normal  serum  urate 
levels  when  given  H.P.P.^  It  was 
found  that  doses  required  to  reduce 
the  elevated  levels  to  normal  aver- 
aged from  200  to  300  mg.  per  day 
for  patients  with  mild  disease 
and  from  400  to  600  mg.  per  day 
for  those  with  moderately  severe 
tophaceous  disease.  Doses  of  700 
to  1,000  mg.  per  day  were  rarely 
required. 

In  all  patients  having  elevated 
urinary  uric  acid  excretion,  the 
values  were  reduced.  However,  in 
some  patients  with  low  urinary 
uric  acid  excretions  due  to  gouty 
nephropathy,  little  change  in  ex- 
cretion values  occurred.  These 
workers  state  that  no  unequivocal 
improvement  of  gouty  nephropathy 
has  been  noticed,  but  prevention  of 
urolithiasis  has  been  completely 
successful  in  both  gouty  and  non- 
gouty  patients  with  uric  acid 
stones. 

HalP  investigated  the  use  of 
H.P.P.  with  four  patients  with 
gout.  Serum  uric  acid  levels  were 
effectively  lowered.  In  two  patients 
a rash  developed  during  therapy; 
however,  with  further  drug  ex- 
perience it  was  learned  that  such 
complications  are  not  common.  The 
investigators  also  found  that  one 
patient  experienced  two  acute  at- 
tacks of  gout  during  the  first  three 
weeks  of  therapy.  It  is  believed 
that  this  was  due  to  the  lowering 
of  serum  uric  acid  rather  than 
from  H.P.P.  itself.  Concomitant 
treatment  with  colchicine  is  there- 
fore advisable  when  starting  the 
therapy. 

Studiesio  of  23  gouty  patients 
with  H.P.P.  for  periods  up  to  10 
months  indicate  that  the  drug  is 
well  tolerated  when  given  in 
amounts  up  to  600  to  1,200  mg. 
daily  for  several  days  or  weeks. 
No  adverse  hematologic,  renal, 
hepatic,  or  neurologic  effects  were 
obseiwed.  Some  of  the  patients 
had  mild  disease.  However,  most 
subjects  had  frequent  attacks  of 
acute  gout,  nephropathy,  or  uri- 


nary stones  inadequately  controlled 
by  standard  agents. 

Serum  uric  acid  levels  of  less 
than  6 mg.  per  100  cc.  were  usually 
achieved  in  patients  with  mild  or 
moderately  severe  disease  in  a 
few  days  with  doses  from  200  to 
400  mg.  per  day.  A fall  in  urinary 
uric  acid  excretion  was  also  ob- 
served. The  excretion  of  xanthine 
and  hypoxanthine  increased  from 
5 to  20  mg.  per  24  hours  to  levels 
as  high  as  150  to  200  mg.  per  24 
hours  after  the  administration  of 
H.P.P.  However,  the  fall  in  uric 
acid  excretion  was  usually  two  to 
three  times  greater  than  the  rise 
in  oxypurine  excretion. 

Some  patients  having  severe 
gout  required  up  to  1 gm.  of  the 
drug  every  day  and  the  additional 
use  of  colchicine  or  uricosuric 
agents  or  both.  Joint  complaints  as 
well  as  the  passage  of  “gravel” 
usually  subsided  after  H.P.P.  was 
administered.  Although  there  ap- 
peared to  be  fewer  attacks  of  acute 
gout,  five  subjects  continued  to 
have  gouty  attacks  despite  normal 
or  low  levels  of  serum  or  urine 
uric  acid. 

— Jaime  N.  Delgado,  Ph.D., 
Frank  P.  Cosgrove,  Ph.D., 
and  Eugene  I.  Isaacson,  Ph.D. 

REFERENCES 

1.  Robins,  R.  K. : Potential  Purine  An- 
tagonists I.  Synthesis  of  some  4,  6-sub- 
stituted  Pyrazolo  (3,  4-d)  Pyrimidines,  J. 
Am.  Chem.  Soc.,  78:784,  1956. 

2.  Skipper,  H.  E.,  et  al. : Structure- 
activity  Relationships  Observed  on  Screen- 
ing a Series  of  Pyrazolopyrimidines  Against 
Experimental  Neoplasms,  Cancer  Res. 
17:579.  (July)  1957. 

3.  Elion,  G.  B..  et  al. : Potentiation  by 
Inhibition  of  Drug  Degradation : 6-substi- 
tuted  Purines  and  Xanthine  Oxidase,  Bio- 
chem.  Pharmacol.  12:85,  (Jan.)  1963. 

4.  Wyngaarden,  J.  B.,  et  al. : Control 
of  Hyperuricemia  with  Hydroxypyrazolo- 
pyrimidine,  a Purine  Analogue  which  In- 
hibits Uric  Acid  Synthesis,  Arthr.  Rheum. 
6:306,  1963. 

5.  Rundles,  R.  W.  et  al. : Effects  of  a 
Xanthine  Oxidase  Inhibitor  on  Thiopurine 
Metabolism,  Hyperuricemia  and  Gout, 
Trans.  Assoc.  Amer.  Phys.,  76:126,  1963. 

6.  Yii,  T.  F.,  and  Gutman,  A.  B. : Ef- 
fect of  Allopurinol  [4-Hydroxy pyrazolo 
(3, 4-d)  pyrimidine]  on  Serum  and  Urinary 
Uric  Acid  in  Primar>’  and  Secondary  Gout, 
Amer.  J.  Med.,  37:885,  1964. 

7.  Klinenberg,  J.  R.  et  al. : The  Ef- 
fectiveness of  Xanthine  Oxidase  Inhibitor 
in  the  Treatment  of  Gout,  Arthr.  Rheum., 
6:779,  (Dec.)  1963. 

8.  Wyngaarden,  J.  B..  et  al. : Allopuri- 
nol in  the  Treatment  of  Gout,  Ann,  Intern. 
Med.,  62 :842,  (April ) 1965. 

9.  Hall,  A.  P.,  et  al.:  4-Hydroxypyrazolo 
(3,  4-d)  Pyrimidine  (HPP)  in  the  Treat- 
ment of  Gout,  Ann.  Rheum.  Dis.,  23  :439, 
1964. 

10.  Rundles.  R.  W.  et  al. : Effects  of 
Xanthine  Oxidase  Inhibitor  on  Clinical 
Manifestations  and  Purine  Metal>olism  in 
Gout.  Ann.  Intern.  Med.,  60:717,  1964. 


Volume  62,  JANUARY,  1966 


101 


Dr.  Kronick  To  Head  Library 


Dr.  David  A.  Kronick,  chief  of 
the  bibliographic  section  of  the  Na- 
tional Library  of  Medicine,  Bethes- 
da,  Maryland,  has  been  named  li- 
brarian and  associate  professor  of 
medical  bibliography  at  South 
Texas  Medical  School,  San  Antonio. 

His  appointment  was  announced 
by  Dean  F.  Carter  Pannill. 


Frazier  Assumes  Post  As 
Mental  Health  Commissioner 


Dr.  Shervert  H.  Frazier,  Hous- 
ton, assumed  his  new  post  as  Texas 
Commissioner  of  Mental  Health  and 
Mental  Retardation  Dec.  1.  Dr. 
Frazier  was  appointed  by  members 
of  the  Board  of  Mental  Health  and 
Mental  Retardation.  Board  mem- 
bers are  Dr.  Horace  Cromer,  Aus- 
tin; Wards  Burke,  Diboll  attorney; 
Mrs.  Howard  E.  Butt,  Corpus 
Christ!  philanthropist;  Dr.  George 
A.  Constant,  Victoria;  Jesse  M.  Os- 
born, Muleshoe  banker;  Dr.  Raleigh 
R.  White,  Temple ; Elbert  Hall,  Abi- 
lene businessman;  Rev.  Robert  S. 
Tate,  Jr.,  Austin,  and  Peter  de  Wet- 
ter, El  Paso  businessman. 


Personals 


Dr.  Raleigh  F.  Trotter,  San  An- 
gelo, has  been  elected  vice-presi- 
dent of  the  Tom  Green-Eight  Coun- 
ties Medical  Society. 

Dr.  Franklin  W.  Yeager,  past 
president  of  the  Texas  Medical 
Association,  is  a new  member  of 
the  Executive  Audial  Rehabilita- 
tion Society’s  board  of  trustees,  a 
non-profit  organization  dedicated 
to  preserving  and  helping  to  util- 
ize the  ability  and  experience  of 
business  and  professional  men  and 
women  with  impaired  hearing. 

Dr.  William  Skokan,  Fort  Worth, 
was  recently  elected  president  of 
the  Fort  Worth  Council  of 
Churches. 

Dr.  William  A.  Vint  spoke  before 
the  annual  meeting  of  the  Radio- 
logical Society  of  North  America 
on  “Herniation  of  the  Gallbladder 
Through  the  Epiploic  Foramen  into 
the  Lesser  Sac:  Radiologic  Diag- 
nosis.” 

Dr.  Paul  C.  MacDonald,  Dallas, 
is  scheduled  to  speak  during  the 


14th  Annual  Clinical  Meeting  of 
the  American  College  of  Obstetri- 
cians and  Gynecologists  in  May, 
1966. 

Former  Texan,  Dr.  Frank  C. 
Spencer,  has  been  appointed  as 
George  David  Stewart  professor 
and  chairman  of  the  department  of 
surgery  at  New  York  University’s 
School  of  Medicine.  Dr.  Spencer 
has  been  professor  of  surgery  at  the 
University  of  Kentucky  College  of 
Medicine  since  August,  1961. 

Dr.  L.  C.  Cigarroa,  Laredo,  med- 
ical coordinator  of  the  Olympic 
Medical  Archives,  is  aiding  in  the 
research  of  lifelong  medical  records 
of  Olympic  athletes.  The  studies 
are  designed  to  enable  scientists  to 
determine  the  long-term  effects  of 
physical  exercise  on  health. 

Dr.  C.  A.  McFadden,  an  Abilene 
physician  since  1934,  was  named 
the  third  recipient  of  the  Gold- 
Headed  Cane  Medical  Award  at  a 
dinner  meeting  of  the  Taylor-Jones 
Counties  Medical  Society.  The 
award  is  given  every  other  year 
on  the  basis  of  outstanding  contri- 
butions by  a physician  to  the  medi- 
cal profession  and  to  community 
life. 


Academy  Wins  Award 
Medical  PR  Brochure 


The  Houston  Academy  of  Medi- 
cine, composed  of  members  of  the 
Harris  County  Medical  Society,  re- 
ceived the  Silver  Medal  from  the 
Dallas-Fort  Worth  Art  Directors 
and  an  Award  of  Excellence  from 
the  Houston  Artist’s  Guild  for  its 
16-page  brochure  “Your  Doctor  and 
Community  Service.”  The  brochure 
commemorated  the  Academy’s  50 
years  of  service  to  the  citizens  of 
Houston. 


Air  Pollution  Research 
Subject  of  AMA  Meeting 


Air  pollution  and  chronic  respi- 
ratory diseases  will  be  attacked  as 
interrelated  problems  during  the 
American  Medical  Association’s 
first  Air  Pollution  Medical  Re- 
search Conference  to  be  held  in 
Los  Angeles,  March  2-4. 

In  addition  to  the  AMA,  six  oth- 
er medical  and  health  organiza- 
tions are  mobilizing  behind  the 
campaign. 

The  national  cooperating  orga- 
nizations include  the  American 


College  of  Chest  Physicians,  the 
American  Thoracic  Society,  and 
the  United  States  Public  Health 
Service.  The  state  and  local  or- 
ganizations, representing  one  of 
the  nation’s  most  acute  air  pollu- 
tion problem  areas,  include  the 
California  State  Department  of 
Public  Health,  the  California  Med- 
ical Association  and  the  Los  An- 
geles County  Medical  Association. 

“Air  pollution  is  one  of  our 
most  serious  environmental  health 
problems,”  Dr.  Charles  C.  Edwards, 
director  of  the  AMA  Division  of 
Socio-Economic  Activities,  said. 
“The  AMA  is  sponsoring  this  con- 
ference to  explore  possible  rela- 
tionships between  air  pollution  and 
disease  processes  associated  with 
respiratory  illness,  as  well  as  the 
interrelationships  between  air  pol- 
lution, smoking,  infection,  aging 
processes,  genetics  and  other  fac- 
tors,” Dr.  Edwards  said. 

The  conference,  based  on  the 
theme,  “Biological  and  Physical 
Measurements  and  Their  Interre- 
lationships,” will  concentrate  on 
five  study  areas:  (1)  basic  ap- 
proaches to  the  study  of  the  ef- 
fects of  inhaled  irritants  on  the 
lungs;  (2)  the  physical -chemical 
properties  of  the  environment;  (3) 
biologic  determinants  of  lung  re- 
sponses to  air  pollutants;  (4)  dif- 
ferentiation of  effects  of  air  pol- 
lution from  other  factors  affecting 
respiratory  morbidity;  and  (5)  im- 
plications of  air  pollution  findings. 


Book  Notes 

The  Management  of  a Medical 
Practice.  Alan  E.  Nourse,  M.D., 
and  Goeffrey  Marks,  eds.  387 
pp.,  Philadelphia,  J.  B.  Lippin- 
cott  Co.,  1963. 

For  some  time  it  has  been  evi- 
dent that  the  conduct  of  office 
medical  practice  no  longer  can  be 
entrusted  to  blunder  and  trial-and- 
error.  Rather,  there  has  been  a 
growing  need  for  some  kind  of 
guide  to  provide  practical,  down- 
to-earth  solutions  to  the  problems 
that  beset  doctors  in  their  office 
practices.  For  too  long  this  need 
has  been  overlooked,  its  impor- 
tance ignored  or  grossly  under- 
estimated. This  book  is  intended 
to  help  fulfill  this  need. 
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Ciba  Foundation  Symposium,  Con- 
trol of  Glycogen  Metabolism. 
W.  J.  Whelan  and  Margaret  P. 
Cameron,  eds.  434  pp.  Boston, 
Little,  Brown  and  Co.,  1964. 
$12.50. 

T HIS  SYMPOSIUM  was  designed 
to  cover  the  synthesis  and  break- 
down of  glycogen,  and  their  con- 
trol by  enzymic  and  hormonal  fac- 
tors. This  is  an  area  where  mech- 
anisms of  the  normal  metabolic 
processes  have  been  illuminated  by 
the  findings  in  diseases  involving 
specific  enzyme  defects,  the  glyco- 
gen storage  diseases. 


Simple  Splinting.  Jerome  Rotstein, 
M.D.  126  pp.  Philadelphia,  W. 
B.  Saunders  Co.,  1965.  $6.50. 

D R.  ROTSTEIN’S  book  on  light 
splints,  conservative  therapy  of 
rheumatoid  arthritis,  and  other 
joint  diseases  is  helpful  to  the  gen- 
eralist, internist,  rheumatologist, 
and  orthopedist.  It  is  of  special 
significance  because  of  a recent 
trend  away  from  long-term  steroid 
treatment  of  chronic  inflammatory 
joint  diseases  and  toward  the  use 
of  conservative  measures. 

Detailed  photographic  steps  show 
the  process  of  making  light  weight, 
functional,  active,  and  static 
splints.  Also(  Dr.  Rotstein  gives 
modifications  for  ease  of  applica- 
tion by  the  patient  through  use  of 
Velcro  fasteners,  webbing  straps, 
and  buckles. 

The  pathologic  biomechanics 
which  produce  deformities  by  im- 
proper splinting  are  mentioned. 
Although  the  pharmacologic  treat- 
ment of  rheumatoid  arthritis  is  dis- 
cussed, the  increasing  importance 
of  surgical  measures  is  not  men- 
tioned. 

L.  L.  Lankford,  M.D.,  Dallas. 


Body  Fluids  and  the  Acid  Base 
Balance.  Halvor  N.  Christensen, 
Ph.D.,  Philadelphia,  W.  B.  Saun- 
ders Co.,  1964. 

This  volume  was  prepared  as 
a teaching  program  for  students 


of  the  biological  and  medical  sci- 
ences. It  was  tried  out  in  two  suc- 
cessive preliminary  versions  with 
medical,  dental,  and  medical  tech- 
nology students.  The  volume  as  it 
now  stands  is  being  used  by  the 
author  who  is  professor  and  chair- 
man of  the  Department  of  Bio- 
logical Chemistry,  University  of 
Michigan. 


Synopsis  of  Clinical  Tropical  Medi- 
cine. Oscar  Felsenfeld.  378  pp. 
St.  Louis,  C.  V.  Mosby  Co.,  1965. 
$9.85. 

T HE  PRESENT  STATUS  of  clin- 
ical tropical  medicine  is  summar- 
ized and  correlated  with  those  find- 
ings in  the  basic  sciences  which  are 
applicable  to  everyday  practice. 
Steady,  increasing  interest  in  the 
freedom,  development,  and  welfai’e 
of  the  new  nations  makes  this  book 
interesting  to  persons  engaged  in 
missions  and  related  activities. 
Physicians  of  the  military  services. 
Peace  Corps,  and  other  American 
and  British  organizations  in  Afri- 
ca, South  America,  and  Southeast 
Asia  should  find  this  book  ex- 
tremely valuable. 

Leopold’s  Principles  and  Methods 
of  Physical  Diagnosis.  Henry  U. 
Hopkins.  3rd  ed.  503  pp.  Phila- 
delphia, W.  B.  Saunders  Co., 
1965.  $8.50. 

Leopold’s  book  has  been  thor- 
oughly revised,  and  a new  chapter 
on  examination  of  the  skin  has 
been  added.  This  book  provides  an 
introduction  to  the  basic  procedures 
of  taking  a history  and  perfoiming 
a physical  examination.  The  author 
has  attempted  to  state  what,  how, 
and  why  various  procedures  should 
be  done,  and  to  indicate  the  nor- 
mal range  of  results  or  findings. 
Some  of  the  innumerable  varia- 
tions found  in  disease  are  men- 
tioned, but  only  a few  are  dis- 
cussed. Here  again,  an  effort  has 
been  made  to  help  the  student  cor- 
relate abnormal  findings  with  the 
underlying  physiologic  or  patho- 
logic changes  responsible  for  them. 


Physiologic  Foundations  for  Mar- 
riage Counseling.  Joseph  B. 
Trainer.  287  pp.  St.  Louis,  C.  V. 
Mosby  Co.,  1965.  $8. 

T HE  AIM  of  this  book  is  to  pro- 
vide solid  information  on  the  biol- 
ogy and  medicine  of  sex,  marriage, 
and  reproduction.  Major  problems 
people  may  have  to  deal  with  in 
the  course  of  marriage  are  includ- 
ed; therefore,  the  book  goes  from 
the  physiology  of  sex  to  the  essen- 
tial qualities  that  the  person  brings 
to  the  association.  It  deals  with 
related  problems  of  contraception, 
infertility,  and  abortion,  and  intro- 
duces the  potential  problems  of  de- 
velopment and  of  genetics.  Few 
people  about  to  marry  have  any 
but  a vague  and  unfortunately  ro- 
mantic notion  of  what  they  are 
undertaking. 

Radiation  Therapy  in  the  Manage- 
ment of  Cancers  of  the  Oral 
Cavity  and  Oropharynx.  Gilbert 
Fletcher,  M.D.,  and  William  S. 
MacComb,  with  collaboration  of 
Alando  J.  Ballantyne,  Robert  J. 
Shalek,  and  Marilyn  Stovall. 
369  pp.  Springfield,  111.,  Charles 
C Thomas,  1962.  $16.50. 

Of  value  to  both  those  with 
experience  in  radiotherapy  and 
those  without,  the  book  is  a broad 
presentation  of  the  combined  ex- 
perience of  the  clinician,  radio- 
therapist, surgeon,  and  physicist. 

Suggestions  on  the  care  of  pa- 
tients with  lesions  of  the  oral  cav- 
ity and  oropharynx  are  good. 

For  those  with  an  interest  in 
voltage  ranges  and  their  use,  this 
text  offers  a good  discussion  of 
the  effectiveness  in  ranges  from 
250  kv.  to  22  mev. 

For  those  who  would  like  a bet- 
ter understanding  of  the  Patter- 
son and  Parker  System  and  the 
Quimby  System,  this  infonnation 
is  well  presented.  The  use  of  per- 
pendicular radiographs  with  dis- 
cussions of  the  magnification  fac- 
tor is  practical.  The  Patterson 
and  Parker  System  is  the  simplest 
and  the  most  accurate  and  a fine 
discussion  of  its  rules  is  included. 

— Joe  C.  Rude,  M.D.,  Austin. 
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...introducing  a new  high-strength  dosage  for 

SltiNEIH 


A 'MAXIMUM  SECURITY’  ANTIBIUTIC* 

:ic  THE  BROAD  RANGE  DEPENDABILITY  OF  TETRACYCLINE 

long  established  as  the  broad-spectrum  agent  of  first  choice  in  a wide 
variety  of  infections 

^ WITH  THE  ADDED  SECURITY  OF  MEDIUM-SPECTRUM  REINFORCEMENT 
triacetyloleandomycin  is  highly  active  against  the  common  ‘coccal* 
pathogens,  including  certain  strains  of  staphylococci  resistant  to  penicillin 
and  tetracycline 

ESPECIALLY  VALUABLE  IN  U.R.I. 

provides  decisive  therapy  in  acute  respiratory  infections  and  other 
conditions  in  which  staphylococci,  streptococci  or  mixed  flora  are 
frequently  encountered 

5fc  NOW  AVAILABLE  IN  NEW  STRENGTH  FOR  NEW  CONVENIENCE  AND 
ECONOMY 

Signemycin  375  — high-potency  capsules  for  simpler  administration, 
greater  patient  economy 


(tetracycline  250  mg. 
triacetyloleandomycin  125  mg.) 


Indications:  Indicated  in  the  therapy  of  acute  severe  infec- 
tions caused  by  susceptible  organisms  and  primarily  by 
bacteria  more  sensitive  to  the  combination  than  to  either 
component  alone.  In  any  infection  in  \which  the  patient  can 
be  expected  to  respond  to  a single  antibiotic,  the  combina- 
tion is  not  recommended.  Signemycin  should  not  be  used 
where  a bacteriologically  more  effective  or  less  toxic 
agent  is  available.  Triacetyloleandomycin,  a constituent  of 
Signemycin,  has  been  associated  with  deleterious  changes 
in  liver  function.  See  precautions  and  adverse  reactions. 
Contraindications:  Contraindicated  in  individuals  who  have 
shown  hypersensitivity  to  any  of  its  components.  Not  recom- 
mended for  prophylaxis  or  in  the  management  of  infectious 
processes  which  may  require  more  than  10  days  of  con- 
tinuous therapy.  If  clinical  judgement  dictates  therapy  for 
longer  periods,  serial  monitoring  of  liver  function  is  recom- 
mended. Not  recommended  for  subjects  who  have  shown 
abnormal  liver  function  tests,  or  hepatotoxic  reactions  to 
triacetyloleandomycin. 

Precautions  and  Adverse  Reactions:  Triacetyloleandomycin, 
administered  to  adults  in  daily  oral  doses  of  1.0  gm.  for  10 
or  more  days,  may  produce  hepatic  dysfunction  and  jaun- 
dice. Adults  requiring  3 gm.  of  Signemycin  initially  should 
have  liver  function  followed  carefully  and  the  dosage  should 
be  reduced  as  promptly  as  possible  to  the  usual  recom- 
mended range  of  1.0  to  2.0  gm.  per  day.  Present  clinical 
experience  indicates  that  the  observed  changes  in  liver 


function  are  reversible  after  discontinuation  of  the  drug. 

Use  with  caution  in  lower  than  usual  doses  in  cases  with 
renal  impairment  to  avoid  accumulation  of  tetracycline  and 
possible  liver  toxicity.  If  therapy  is  prolonged  under  such 
circumstances,  tetracycline  serum  levels  may  be  advisable. 
In  long  term  therapy  or  with  intensive  treatment  or  in  known 
or  suspected  renal  dysfunction,  periodic  laboratory  evalua- 
tion of  the  hematopoietic,  renal  and  hepatic  systems  should 
be  done.  Formation  of  an  apparently  harmless  calcium  com- 
plex with  tetracycline  in  any  bone  forming  tissue  may  occur. 
Use  of  tetracycline  during  tooth  development  (3rd  trimester 
of  pregnancy,  infancy  and  early  childhood)  may  cause  dis- 
coloration of  the  teeth.  Reversible  increased  intracranial 
pressure  due  to  an  unknown  mechanism  has  been  observed 
occasionally  in  infants  receiving  tetracycline.  Glossitis,  sto- 
matitis, proctitis,  nausea,  diarrhea,  vaginitis  and  definite 
allergic  reactions  occur  rarely.  Severe  anaphylactoid  reac- 
tions have  been  reported  as  due  to  triacetyloleandomycin. 
Photosensitivity  and  photoallergic  reactions  (due  to  the 
tetracycline)  occur  rarely.  Medication  should  be  discon- 
tinued when  evidence  of  significant  adverse  side  effects  or 
reaction  is  present.  Patients  should  be  carefully  observed 
for  evidence  of  overgrowth  of  nonsusceptible  organisms 
including  fungi,  which  occurs  occasionally,  and  which  in- 
dicates this  drug  should  be  discontinued  and  appropriate 
therapy  instituted.  Steps  should  be  taken  to  avoid  masking 
syphilis  when  treating  gonorrhea. 


J.  B.  ROERIG  AND  COMPANY 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-being'* 
New  York,  N.Y.  10017 


Management  of  the  Patient  with 
Subnormal  Vision.  Gerald  Fon- 
da. 161  pp.  St.  Louis,  C.  V. 
Mosby  Co.,  1965.  $11. 

Broadly  speaking,  most  work 
in  ophthalmology  involves  manage- 
ment of  the  patient  with  subnor- 
mal vision  whether  this  subnormal 
vision  be  due  to  cataracts,  retino- 
pathy, or  other  pathology  or  the 
far  more  common  subnormal  vision 
due  to  a refractive  error.  In  the 
latter  case,  the  problem  is  easily 
solved,  but  in  the  case  of  the  sub- 
normal vision  due  to  pathology, 
one  would  do  well  to  read  Gerald 
Fonda’s  book.  It  is  not  only  a text 
but  a book  that  should  be  kept  on 
one’s  desk  for  handy  reference. 

In  specific  cases  one  could  save 
oneself  a lot  of  grief  if  one  would 
remember  a few  of  the  things 
which  Fonda  has  pointed  out.  “A 
person  needs  only  20-50  vision  to 
read  newspaper  text,  and  20-80 
vision  to  read  12  point  type  at  a 
reading  distance  of  14  inches.” 
“Since  persons  of  .22  vision  can  read 
eight  point  type  (newspaper)  at  a 
reading  distance  of  3%  inches,  and 
12  point  type  (typewriter)  at  a 
distance  of  5.25  inches,  the  need  of 
a large  type  for  persons  with  vi- 
sion of  .22  or  better  is  rare.” 
“There  must  be  thousands  of  peo- 
ple who  have  been  advised  to  learn 
braille  when  they  could  read  type.” 
“The  need  of  telescopic  spectacles 
is  both  infrequent  and  intermit- 
tent.” “To  try  to  teach  people  to 
walk  with  telescopic  spectacles  is 
unreasonable.”  “For  near  vision 
telescopic  spectacles  are  preferred 
when  maximum  reading  distance  is 
essential.”  “The  girl  was  elated 
with  the  advantages  of  bifocal 
lenses  compared  with  telescopic 
spectacles.”  In  his  discussion  of 
the  limitations  of  optical  aids,  he 
I’eemphasized  the  things  that  many 
of  us  had  forgotten.  “The  limita- 
tions of  a patient  are  age,  intelli- 
gence, motivation,  coordination, 
personality,  necessity,  type  of  ocu- 
lar disease,  duration  of  visual  de- 
fect, as  well  as  the  nature  of  his 


general  health.”  We  will  save  our- 
selves a lot  of  grief  if  we  keep 
this  last  statement  in  mind. 

And  last,  “It  is  well  to  remem- 
ber that  some  intelligent  and  well 
educated  people  with  normal  vision 
who  were  once  avid  readers  lose 
the  desire  to  read  as  they  become 
feeble.  They  have  lost  their  power 
of  concentration.” 

This  book  is  well  presented  with 
adequate  references  and  illustra- 
tions and  it  grants  one’s  desire  for 
a rational  approach  to  this  diffi- 
cult problem. 

— L.  J.  Alger,  M.D.,  Pasadena. 


Recent 


DR.  NIXON 


DR.  P.  I.  NIXON 

Dr.  Pat  Ireland  Nixon,  well- 
known  Texas  physician,  historian, 
and  author,  died  in  San  Antonio 
Nov.  18,  1965.  Cause  of  death  was 
cerebral  arteriosclerosis  and  gen- 
eralized arteriosclerosis.  Dr.  Nixon 
had  practiced  medicine  in  San 
Antonio  for  more  than  50  years. 

Born  in  Old  Nixon,  Tex.,  82 
years  ago.  Dr.  Nixon  received  his 
bachelor  of  science  degree  from  the 


Synopsis  of  Pathology.  W.  A.  D. 

Anderson,  M.D.,  6th  ed.,  883  pp. 

St.  Louis,  C.  V.  Mosby  Co.,  1964. 

$9.75. 

T HE  LATEST  edition  of  Synop- 
sis of  Pathology  has  been  com- 
pletely revised.  It  attempts  to  pre- 
sent pathology  in  a compact,  con- 
cise, yet  comprehensive  form.  The 
book  is  designed  to  be  useful  to 
the  medical  student,  the  clinician 
who  must  maintain  familiarity 
with  fundamental  sciences  of  med- 
ical practice,  and  to  others  in  med- 
ical and  paramedical  fields  who 
need  knowledge  of  disease  proc- 
esses. 


University  of  Texas  in  1905,  and 
his  medical  degree  from  Johns 
Hopkins  University  School  of  Med- 
icine in  1909.  He  was  a member 
and  past  president  of  Phi  Beta 
Kappa  at  Johns  Hopkins  Univer- 
sity. He  had  attended  Luling  High 
School  in  Luling,  Tex.,  and  Bing- 
ham School  in  Asheville,  N.  C. 

Dr.  Nixon  was  a member  of  the 
Bexar  County  Medical  Society, 
American  Medical  Association, 
Texas  Medical  Association,  Texas 
Surgical  Society,  International 
Postgraduate  Assembly,  Bexar 
County  Medical  Library  Associa- 
tion, and  was  an  emeritus  member 
of  the  Committee  on  Medical  His- 
tory of  the  Texas  Medical  Asso- 
ciation and  of  the  International 
Medical  Assembly  of  Southwest 
Texas. 

Dr.  Nixon  also  belonged  to  the 
Texas  State  Historical  Association, 
Philosophical  Society  of  Texas, 
Laurel  Heights  Methodist  Church, 
History  of  Science  Society,  Texas 
Geographic  Society,  Conopus  Club, 
American  Jersey  Cattle  Club,  and 
Sons  of  the  Republic  of  Texas — 
Order  of  Knights  of  San  Jacinto. 

Dr.  Nixon  was  the  founder  of  the 
San  Antonio  Historical  Associa- 
tion, medical  editor  of  Handbook  o f 
Texas,  and  edited  Southwest  Texas 
Medicine  for  the  Southwest  Texas 
District  Medical  Society  and  the 
Bexar  County  Medical  Society.  He 
had  been  president  of  the  Bexar 
County  Medical  Society,  Bexar 
County  Medical  Library  Associa- 
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tion,  Texas  Surgical  Society,  San 
Antonio  Ex-Students’  Society  of 
Texas,  San  Antonio  Historical 
Association,  and  the  Philosophical 
Society  of  Texas. 

Listed  in  Who’s  Who,  Dr.  Nixon 
also  received  the  history  award  of 
the  San  Antonio  Historical  Asso- 
ciation in  19G3,  and  an  honorary 
doctor  of  literature  degree  from 
Trinity  University  that  same  year. 

He  had  served  as  past  chairman 
of  the  San  Antonio  Board  of 
Health,  Board  of  Stewards  of  the 
Laurel  Heights  Methodist  Church 
and  the  Methodist  Mission  Board. 
He  had  been  a member  of  the  board 
of  directors  of  Robert  B.  Green 
Memorial  Hospital,  Medical  and 
Surgical  Memorial  Hospital,  Nix 
Memorial  Hospital,  Methodist  Mis- 
sion Board,  and  the  Selective  Ser- 
vice Appeal  Board  No.  2 during 
World  War  11.  Dr.  Nixon  was  also 
on  the  staff  of  the  Nix  Memorial 
Hospital,  Baptist  Memorial  Hos- 
pital, and  the  Santa  Rosa  Hospital. 

Dr.  Nixon  donated  his  extensive 
library  of  Texana  to  Trinity  Uni- 
versity, San  Antonio. 

He  also  had  written  many  arti- 
cles and  10  books,  including  “A 
Century  of  Medicine  in  San  An- 
tonio,” “The  Medical  Story  of 
Early  Texas,  1528-1853,”  and  “A 
History  of  the  Texas  Medical  Asso- 
ciation, 1853-1953.” 

In  1912,  he  married  Olive  Gray 
Read,  who  preceded  him  in  death. 

He  is  survived  by  three  sons.  Dr. 
Pat  I.  Nixon,  Jr.,  Dr.  Robert  Read 
Nixon,  and  Thomas  Andrews  Nix- 
on, all  of  San  Antonio,  and  two 
sisters,  Mrs.  Beulah  Wood  and 
Mrs.  Alta  Fisher,  both  of  Luling, 
Tex. 


DR.  S.  W.  SHIBLER 

Dr.  Samuel  W.  Shibler,  52,  of 
Temple  died  Oct.  14,  1965  en  route 
to  the  hospital  after  suffering  an 
apparent  heart  attack  at  his  home. 
He  had  been  a member  of  the 
King’s  Daughters  Hospital  and 
Clinic  staff  since  1946. 

Bom  Sept.  8,  1913,  in  Pitts- 
burgh, Pa.,  he  was  the  son  of  Mr. 
and  Mrs.  J.  W.  Shibler.  He  at- 
tended public  schools  in  Pittsburgh 
and  was  graduated  from  the  Uni- 
versity of  Pittsburgh  in  1935.  Two 
years  later  he  received  his  medical 
degree  from  the  University  of 
Pittsburgh  School  of  Medicine. 
After  serving  internship  at  Mercy 
Hospital  in  Pittsburgh,  and  resi- 
dency at  a Pittsburgh  hospital,  he 


DR.  SHIBLER 


practiced  in  Carnegie,  Pa.,  before 
entering  the  Army  in  1941. 

During  World  War  II  he  was 
first  medical  officer  in  the  Army 
Medical  Corps  stationed  at  Fort 
Hood.  He  was  also  stationed  in  the 
west  Bell  County  Army  post  and 
served  two  years  overseas.  He  was 
awarded  two  bronze  stars,  the 
combat  medical  badge,  and  five 
campaign  stars. 

In  1939,  he  married  Ruth  Simp- 
son in  Minonk,  111. 

Dr.  Shibler  was  a member  of  the 
Christ  Episcopal  Church,  Bell 
County  Medical  Society,  Texas 
Medical  Association,  Southern 
Medical  Association  and  the  Amer- 
ican Medical  Association. 

He  is  survived  by  his  wife  and 
daughter,  Nancy,  both  of  Temple; 
his  parents,  Mr.  and  Mrs.  J.  W. 
Shibler;  a sister,  Mrs.  Genevieve 
Karn,  and  a nephew,  all  of  Pitts- 
burgh, Pa. 


DR.  G.  H.  PETTA 

Harlingen  obstetrician  and  gyne- 
cologist, Dr.  George  Howard  Petta, 
44,  died  Oct.  10,  1965.  He  had  been 
in  critical  condition  since  suffering 
two  massive  heart  attacks  on  Sept. 
15,  when  fellow  physicians  revived 
him  twice  with  open  chest  heart 
massage  after  his  heart  had 
stopped. 

At  the  time  of  his  death  he  was 
Chief  of  Staff  of  Valley  Baptist 
Hospital  in  Harlingen  where  he 
had  practiced  since  1952. 

He  was  born  on  Nov.  20,  1920, 


DR.  PETTA 


in  Fort  Worth;  his  parents  were 
George  and  Mary  Masse  Petta.  He 
attended  elementary  schools  in 
Port  Worth  and  received  a bachelor 
of  science  degree  from  Texas 
Christian  University  in  1940.  He 
was  graduated  from  the  University 
of  Texas  Medical  Branch  in  Gal- 
veston in  1943,  served  an  intern- 
ship at  St.  Joseph’s  Hospital  in 
Fort  Worth,  and  a residency  at 
John  Sealy  Hospital  in  Galveston. 
During  World  War  II  he  was  an 
Army  captain  in  the  Pacific  thea- 
ter for  more  than  two  years. 

In  July,  1947,  he  married  Louise 
Davis  of  Fort  Worth  who  died 
in  November,  1960.  In  July,  1961 
he  mai’ried  the  former  Patsy  Wil- 
helm of  Comanche,  Texas. 

Dr.  Petta  was  a member  of 
Texas  Medical  Association,  Ameri- 
can Medical  Association,  Cameron- 
Willacy  Counties  Medical  Society, 
American  College  of  Obstetricians 
and  Gynecologists,  and  W.  R.  Cooke 
Club.  He  was  a diplomate  of  the 
American  Board  of  Obstetrics  and 
Gynecology. 

He  was  a member  of  St.  Alban’s 
Episcopal  Church  in  Harlingen  and 
served  on  its  Board  of  Vestrymen 
at  the  time  of  his  death. 

He  is  survived  by  his  wife;  four 
sons,  Philip,  David,  Michael,  and 
Jimmy  Petta;  a daughter,  Jacque- 
line Petta,  all  of  Harlingen;  three 
brothers,  Joe  Petta  of  .Abilene, 
Victor  Petta  of  Fort  Worth,  and 
Louis  Petta  of  California;  and  two 
sisters,  Mrs.  Jack  Plescia  of  Fort 
Worth  and  Mrs.  Tony  Pecora  of 
Beaumont. 
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DR.  VAUGHAN 


DR.  J.  H.  VAUGHAN 

Dr.  John  H.  Vaughan,  83,  died 
Sept.  29,  1965,  in  Amarillo  of  an 
aneurysm.  He  was  a Texas  pioneer 
in  the  use  of  radium  as  a treat- 
ment for  cancer.  The  dangers  of 
x-ray  and  radium  were  unknown 
at  the  time,  and  Dr.  Vaughan  ex- 
posed himself  to  radiation  so  often 
that  his  hands  became  cancerous 
and  four  fingers  had  to  be  ampu- 
tated. 

Born  Jan.  23,  1882,  in  Bertram, 
Tex.,  he  was  the  son  of  John 
Henry  and  Jo  Anna  Vaught 
Vaughan.  He  attended  schools  in 
Liberty  Hill,  Tex.,  and  was  grad- 
uated from  Southwestern  Univer- 
sity in  1903.  After  receiving  his 
medical  degree  from  the  Univer- 
sity of  Texas  Medical  Branch  in 
1909,  he  served  interaship  at  T & P 
Railroad  Hospital,  Marshall,  Tex., 
and  did  postgraduate  work  in  Post- 
graduate Hospital,  New  York; 
Mayo  Clinic,  Rochester,  Minn.,  and 
Cook  County  Hospital,  Chicago. 

He  began  his  practice  in  Harri- 
son County  in  1909.  From  1910  to 
1927  he  practiced  in  Williamson 
County,  and  built  and  owned  two 
hospitals,  one  at  Liberty  Hill  and 
the  other  at  Taylor.  In  1927,  he 
moved  to  Amarillo,  where  he  prac- 
ticed medicine  until  his  retirement 
in  1960. 

Dr.  Vaughan  was  a member  of 
the  American  Medical  Association, 


DR.  HASSKARL 


Texas  Medical  Association,  Pan- 
handle District  Medical  Society, 
and  was  certified  by  the  American 
Board  of  Radiology.  He  was  presi- 
dent of  the  Williamson  County 
Medical  Society  and  the  Potter- 
Randall  Counties  Medical  Society, 
and  was  a member  of  Polk  Street 
Methodist  Church  Board  of  Stew- 
ards. He  had  been  a member  of 
the  Rotai’y  Club  since  1923,  and 
had  served  on  the  board  of  the  Cal 
Farley’s  Boys  Ranch  for  23  years. 

In  1909,  he  married  Elsie  Eliza- 
beth Frederick  in  Galveston.  She 
survives  as  do  two  daughters,  Mrs. 
W.  Q.  Budd  and  Mrs.  John  Lee, 
both  of  Amarillo ; two  brothers, 
C.  C.  Vaughan,  Pearsall,  and  J.  T. 
Vaughan,  Ralls;  a sister,  Mrs. 
Wade  Barrington  of  Liberty  Hill; 
three  grandchildren  and  one  great- 
grandchild. 


DR.  W.  F.  HASSKARL 

Dr.  Walter  Frederick  Hasskarl, 
80,  died  in  Brenham  on  Aug.  23, 
1965,  of  a cerebral  thrombosis. 

Born  in  New  Hampton,  Iowa, 
Aug.  1,  1885,  he  was  the  son  of 
Rev.  Christopher  and  Barbara  Lutz 
Hasskarl.  He  attended  schools  in 
New  Hampton  and  Waterloo,  Iowa, 
and  Wartburg  College  at  Waverly, 
Iowa,  State  University  of  Iowa, 
and  received  his  medical  degree 


from  the  University  of  Texas  Med- 
ical Branch  in  1910. 

He  completed  his  internship  at 
St.  Mary’s  Infirmary  in  Galves- 
ton, and  took  several  postgraduate 
courses  in  Chicago. 

He  manned  Dorothea  Roberts  of 
Galveston  in  1910,  and  began  his 
practice  in  Prairie  Hill  the  same 
year.  Three  years  later,  he  moved 
to  Brenham,  where  he  practiced 
medicine  until  his  death. 

In  1920,  Dr.  Hasskarl  purchased 
the  Brenham  Hospital  and  operated 
it  until  1930  when  he  transferred 
ownership  to  the  Sisters  of  St. 
Francis.  He  continued  as  the  chief 
of  staff  at  the  hospital  and  held 
the  same  position  at  the  St.  Jude 
Hospital. 

Dr.  Hasskarl  was  a member  of 
Texas  Medical  Association,  Ameri- 
can Medical  Association,  Brenham 
Rotary  Club,  St.  Paul’s  Evangeli- 
cal Lutheran  Church,  and  was 
president  of  the  Washington-Bur- 
leson  Counties  Medical  Society  and 
the  Washington  County  Chamber 
of  Commerce.  He  served  as  Wash- 
ington County  health  officer  for 
51  years.  In  1929,  he  became  a 
fellow  of  the  American  College  of 
Surgeons,  and  was  selected  as  a 
fellow  of  the  International  College 
of  Surgeons  in  1945.  He  received 
seven  Presidential  Certificates  of 
Appreciation  for  his  uncompen- 
sated Selective  Service  duties,  and 
two  Congressional  Selective  Ser- 
vice medals. 

After  the  death  of  his  first  wife 
in  1927,  he  married  Katherine 
Mgebroff  of  Brenham  in  1929.  She 
survives  as  do  a son.  Dr.  W.  F. 
Hasskarl,  Jr.,  of  Brenham;  two 
daughters,  Mrs.  R.  E.  Robertson 
and  Mrs.  William  Strauss,  Jr., 
both  of  Houston;  one  sister,  Mrs. 
H.  G.  Simmons  of  Brenham;  11 
grandchildren  and  two  great- 
grandchildren. His  parents,  first 
wife,  one  daughter,  and  one  brother 
preceded  him  in  death. 


DR.  R.  LANE 

Lubbock  physician.  Dr.  Ralph 
Lane,  43,  died  Oct.  16,  1965,  after 
a lengthy  illness  following  brain 
surgery  in  February  for  a tumor 
diagnosed  as  glioblastoma  multi- 
forme. 

Born  July  1,  1922,  in  Austin,  he 
was  the  son  of  W.  E.  and  Mary 
Smith  Lane.  He  attended  schools  in 
Caldwell  and  Uvalde,  Tex.,  and 
was  graduated  from  Southwest 
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Texas  State  College  in  1942,  the 
University  of  Texas  in  1947,  and 
received  his  medical  degree  from 
the  University  of  Texas  Medical 
Branch  in  1951.  He  interned  at 
John  Sealy  Hospital  at  Galveston. 

In  1949,  he  married  Mabel 
Pechal  of  Temple.  He  was  a vet- 
eran of  World  War  II,  having 
served  in  the  European  theater. 

Associated  with  the  West  Texas 
Clinic,  he  was  a member  of  Phi 
Chi  medical  fraternity.  West  Texas 
Hospital  staff,  Lubbock-Crosby- 
Garza  Counties  Medical  Society, 
American  Academy  of  General 
Practice,  Texas  Medical  Associa- 
tion, Texas  Academy  of  General 
Practice,  American  Medical  Asso- 
ciation, and  the  St.  John’s  Meth- 
odist Church  of  Lubbock  where  he 
served  on  the  official  board. 

He  is  survived  by  his  wife;  two 
daughters,  Patti  and  Nancy  Lane, 
and  one  son,  Mike  Lane,  all  of 
Lubbock;  three  sisters,  Mrs.  Max 
Smith  and  Mrs.  John  Thorpe,  both 
of  Houston,  and  Mrs.  Amos  Crouch 
of  Oakalla,  Tex. ; two  brothers, 
Robert  Lane  of  Pasadena,  Tex., 
and  W.  E.  Lane  of  Houston,  and 
two  stepsisters,  Mrs.  Jim  A.  Jones 
and  Mrs.  Claude  Dailey,  both  of 
Gladewater,  Tex. 


DR.  M.  ORMAN 

Dr.  McDonald  Orman,  73,  died 
Sept.  6 of  cardiac  failure  in  Hous- 
ton. Born  in  Sunnyside,  Tex.,  Oct. 


25,  1891,  he  was  the  son  of  Benja- 
min P.  and  Mattie  Mahan  Oiman. 

He  attended  schools  in  Russell- 
ville, Ala.,  and  received  his  medi- 
cal degree  from  the  University  of 
Texas  Medical  Branch  at  Galves- 
ton in  1919.  Internship  and  resi- 
dency were  served  at  John  Sealy 
Hospital  in  Galveston. 

After  three  years  of  practice  in 
Hempstead,  Tex.,  Dr.  Oiman  prac- 
ticed in  Houston  from  1922  until 
his  retirement  in  1964.  He  was  an 
honorary  member  of  the  Harris 
County  Medical  Society  and  Texas 
Medical  Association  and  a member 
of  the  American  Medical  Associa- 
tion. He  had  served  as  treasurer 
of  his  county  medical  society. 

In  1935,  he  m.arried  Cluff  Filson. 
They  had  two  children. 

Dr.  Orman  is  survived  by  his 
wife,  Mrs.  Cluff  Filson  Orman;  two 
sons,  Blake  M.  Orman  of  Dallas, 
and  (Capt.)  Dr.  Ben  F.  Orman, 
stationed  in  Mannheim,  Germany; 
and  a sister,  Mrs.  Lucy  0.  Rogers 
of  Russellville.  Ala. 


DR.  H.  E.  NICHOLSON 

Dr.  Harold  Earl  Nicholson,  76, 
died  Sept.  13,  of  uremia  and  mye- 
loid metaplasia  in  Shamrock,  Tex. 

Born  in  Valley  Head,  Ala.,  Feb. 
7,  1889,  he  was  the  son  of  Dr.  Ed- 
mund P.  and  Mrs.  Mary  Larmore 
Nicholson.  He  attended  Valley  Head 
schools,  and  was  graduated  from 


Baylor  University  College  of  Medi- 
cine in  1910.  He  served  internship 
at  Texas  & Pacific  Railway  Hos- 
pital in  Marshall,  Tex.,  and  prac- 
ticed 55  years  of  medicine  in  Ar- 
kansas and  in  the  Texas  towns  of 
Mobeetie,  1915-1917;  Shamrock, 
1919-1920;  and  Wheeler,  from  1920 
until  his  death.  He  built  the  first 
Wheeler  hospital  in  1936. 

Director  of  Farmers  & Merchants 
State  Bank  of  Shamrock  since  1955, 
he  served  as  Deputy  Grand  Master 
of  Blue  Lodges,  was  a Scottish 
Rite  Mason  and  a member  of  Khiva 
Shrine  Temple  in  Amarillo,  was 
Sunday  School  superintendent  at 
First  Methodist  Church  in  Wheeler 
for  many  years,  and  also  served  as 
a captain  in  the  Medical  Coi^ps  in 
World  War  I.  Dr.  Nicholson  was  a 
member  of  Texas  Medical  Associa- 
tion and  the  American  Medical 
Association. 

He  had  served  as  president  of 
the  board  of  Wheeler  Independent 
School  District  and  was  an  active 
supporter  of  school  athletics.  The 
high  school  football  field  carries 
his  name. 

In  1916,  he  married  the  late  Dor- 
othy .Annette  Newburn  in  Searcy, 
Ark.,  and  had  one  son,  the  late 
Dr.  Harold  E.  Nicholson,  Jr.,  of 
Wheeler. 

Dr.  Nicholson  is  suiwived  by  his 
sister,  Mrs.  Frank  Wofford,  and 
one  nephew,  A.  O.  Nicholson,  both 
of  Shamrock;  one  grandson,  Harold 
E.  Nicholson,  III,  of  Topeka,  Kans., 
and  several  nieces. 


Volume  62,  JANUARY,  1966 


109 


Colic,  often  in  part  a reflection  of  family  tension,  adds 
sleepless  nights  to  patients’  and  parents’  distraught 
days.  Pediatric  Piptal  with  Phenobarbital  slows  down 
spasm,  diminishes  pain  and  crying,  improves  feeding  patterns 
. . . permits  sleep  and  rest . . . for  patient  and  family. 

Pleasant  tasting  Pediatric  Piptal  with  Phenobarbital  is 
miscible  in  milk,  formulas  and  fruit  juices,  and  may  also  be 
administered  by  dropper  directly  on  the  infant’s  tongue. 
Dosage  is  0.5  cc.  15  minutes  before  feeding;  in  severe  cases, 
1.0  cc.  four  times  daily.  High  doses  may  occasionally  cause 
constipation  with  tenesmus  and,  rarely,  flushing  without 
fever.  Contraindicated  in  bowel  obstruction  or  sensitivity  to 
phenobarbital  or  anticholinergics.  Available  in  30  cc.  dropper 
bottles,  droppers  calibrated  to  deliver  0.5  cc. 


PEDIATRIC  PIPTAL* 
WITH  PHENOBARBITAL 

each  cc.  contains:  6 mg.  phenobarbital  (warning:  may  be  habit  forming); 
4 mg.  Piptal®  (plpenzolate  bromide),  and  20%  alcohol  in  a pleasant- 
tasting  solution. 


LAKESIDE  LABORATORIES,  INC. 

Milwaukee.  Wisconsin  53201 
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COMING  MEETINGS 


American  Medical  Association,  Annual 
Meeting,  Chicago,  June  26-30,  1966.  Dr. 
F.  J.  L.  Blasingame,  535  Dearborn,  Chi- 
cago 10,  Exec.  Vice  Pres. 

JANUARY 

American  College  of  Surgeons,  Houston  Sec- 
tional Meeting,  Jan.  31-Feb.  2,  1966.  An- 
nual Meeting,  San  Francisco,  Oct.  10-14, 
1966.  Dr.  Samuel  P.  Harbison,  230  LiO- 
throp  St.,  Pittsburgh,  Sec. 

International  Medical  Assembly  of  South- 
west Texas,  San  Antonio.  Jan,  24-26, 
1966.  S.  E.  Cockrell,  Jr.,  202  W.  French 
Place,  San  Antonio,  Exec,  Sec. 

Southwest  Allergy  Forum,  El  Paso,  Jan.  20- 
22,  1966.  Dr.  Edward  Egbert,  1501  Ari- 
zona 3-E,  El  Paso,  Sec. 

Texas  Medical  Association,  Austin,  Confer- 
ence for  County  Medical  Society  Officials, 
Jan.  22-23,  1966;  Austin,  Annual  Session, 
April  14-17,  1966.  C.  Lincoln  Williston, 
1801  N.  Lamar,  Austin,  Exec.  Sec. 

Texas  Radiological  Society,  Corpus  Christi, 
Jan.  28-29,  1966.  Dr.  H.  C.  Sehested, 
Medical  Arts  Bldg.,  Fort  Worth,  Sec. 

Texas  Society  of  Pathologists,  Inc,,  San  An- 
tonio, Jan.  29,  1966.  Dr.  Jack  L.  Smith. 
3165  Stagg  Drive,  Beaumont,  Sec. 

Texas  Urological  Society,  Shreveport,  La., 
January,  1966.  Dr.  Grant  Begley,  1415 
Pennsylvania,  Fort  Worth,  Sec. 

FEBRUARY 

American  Academy  of  Allergy,  New  York, 
N.  Y.,  Feb.  19-23,  1966.  Mr.  J.  O.  Kelley, 
756  N.  Milwaukee  St.,  Milwaukee  2,  Exec. 
Sec. 

First  District  Society,  El  Paso,  Feb.  6,  1966. 
Dr.  Mario  Palafox,  1220  N.  Stanton,  El 
Paso,  Sec. 

Texas  Public  Health  Association,  Corpus 
Christi,  Feb.  20-24,  1966.  J.  N.  Murphy, 
Jr.,  P.  O.  Box  6192,  Austin  31,  Sec. 


National  and  Regional 

American  Academy  of  Dermatology,  Inc., 

Bal  Harbour,  Fla.,  Dec.  3-8,  1966.  Dr.  R. 

R.  Kierland,  Mayo  Clinic,  Rochester,  Sec. 

American  Academy  of  General  Practice, 

Boston,  Oct.  7-14,  1966.  Mr.  M.  F.  Cahal, 
Volker  Blvd.  at  Brookside,  Kansas  City 
12,  Exec.  Sec. 

American  Academy  of  Ophthalmology  and 
Otolaryngology,  Chicago,  III.,  Oct.  16-21, 
1966.  Dr.  W.  L.  Benedict,  15  2nd  St., 

S. W.,  Rochester,  Minn.,  Sec. 


American  Academy  of  Pediatrics,  Montreal. 
Canada,  April  25-27,  1966.  Dr.  E.  H. 
Christopherson,  1801  Hinman,  Evanston. 
III.,  Exec.  Dir. 

American  Association  for  Thoracic  Surgery, 

Vancouver,  B.  C.,  May  16-18,  1966.  Dr. 
H.  T.  Bahnson,  Presbyterian  University 
Hospital,  Pittsburgh,  Pa.,  Sec. 

American  Association  of  Obstetricians  and 

Gynecologists,  Dr.  C.  L.  Randall,  100 
Meadow  Road,  Buffalo  16,  Sec. 

American  Association  of  Plastic  Surgeons, 

Cleveland,  Ohio,  April  27-30,  1966.  Dr. 
R.  M.  McCormack,  260  Crittenden  Blvd., 
Rochester,  N.  Y.,  Sec. 

American  Cancer  Society,  Inc.,  New  York 
City.  Oct.  18-20,  1966.  Mr.  G.  Whittlesey. 
219  E.  42nd  St.,  New  York,  Sec. 

American  College  of  Allergists,  Chicago, 
April  26-29,  1966.  Dr.  John  D.  Gillaspie, 
2141  14th  St.,  Boulder,  Colo.,  Treas. 

American  College  of  Chest  Physicians,  Mr. 

M.  Komfeld,  112  E.  Chestnut,  Chicago 
11,  Exec.  Dir. 

American  College  of  Gastroenterology,  Phil- 
adelphia, Oct.  23-26,  1966.  Mr.  D.  Weiss, 
33  W.  60th,  New  York  23,  Exec.  Dir. 

American  College  of  Nutrition,  Dr.  Robert 
A.  Peterman,  3 Craig  Court,  Totowa 
Borough,  N.  J.,  Sec. 

American  College  of  Obstetricians  and  Gyne- 
cologists, Chicago,  May  2-5,  1966.  Mr.  D. 
F.  Richardson,  79  W.  Monroe,  Chicago  3, 
Exec.  Sec, 

American  College  of  Physicians,  New  York 
City,  April  18-22,  1966.  Dr.  E.  C.  Rose- 
now,  Jr.,  4200  Pine,  Philadelphia  4,  Exec. 
Dir. 

American  College  of  Radiology,  Mr.  W.  C. 
Stronach,  20  N.  Wacker,  Chicago  6,  Exec. 
Dir. 

American  Congress  of  Physical  Medicine  and 
Rehabilitation,  San  Francisco,  Aug,  28- 
Sept.  2,  1966.  Mr.  Creston  C.  Herold,  30 

N.  Michigan,  Chicago  2,  Exec.  Dir. 

American  Dermatological  Association, 
Homestead,  Hot  Springs,  Va.,  April  14- 

19,  1966.  Dr.  Robert  R.  Kierland,  Mayo 
Clinic,  Rochester,  Minn.,  Sec. 

American  Gastroenterological  Association, 

Chicago,  May  26-28,  1966.  Dr.  David 

Cayer,  2240  Cloverdale  Ave.,  Winston- 
Salem,  N.  C.,  Sec. 

American  Gynecological  Society,  Hot 
Springs,  Va.,  June  2-4,  1966.  Dr.  C.  J. 
Lund,  260  Crittenden  Blvd.,  Rochester 

20,  N.  Y.,  Sec. 


American  Heart  Association,  New  York 

City,  Oct.  21-25,  1966.  Mr.  Rome  A.  Betts, 
44  E.  23rd,  New  York  10,  Exec.  Dir. 

American  Hospital  Association,  Chicago, 
Aug.  29-Sept.  1,  1966.  Dr.  Edwin  L.  Cros- 
by, 840  North  Lake  Shore  Dr.,  Chicago 
11,  Sec. 

American  Medical  Women’s  Association, 
Dr.  Mary  A.  Sears,  M.  D.  Anderson  Hos- 
pital, Houston,  Sec. 

American  Neurological  Association,  Wash- 
ington, D.  C.,  June  13-15,  1966.  Dr.  M. 
D.  Yahr.  710  W.  168th,  New  York  32,  Sec. 

American  Proctologic  Society,  Cleveland, 
Ohio,  June  20-23,  1966,  Miss  Harriette 
Gibson,  320  W.  Lafayette,  Detroit  48226. 
Adm.  Sec. 

American  Public  Health  Association,  Inc., 

Dr.  B.  F.  Mattison.  1790  Broadway,  New 
York  19,  Exec.  Sec. 

American  Society  of  Anesthesiologists,  Phil- 
adelphia, Oct.  1-5,  1966.  Mr.  J.  W.  Andes, 
515  Busse  Highway,  Park  Ridge,  111., 
Exec.  Sec. 

American  Society  of  Clinical  Pathologists, 
Miss  Eleanor  F.  Larson,  445  Lake  Shore 
Drive,  Chicago  11,  Mgr. 

American  Surgical  Association,  Boca  Raton, 
Fla.,  March  23-25,  1966.  Dr.  Harris  B. 
Shumacker,  Jr.,  1100  W.  Michigan,  In- 
dianapolis, Ind.,  Sec. 

American  Thoracic  Society,  San  Francisco, 
May  23-26,  1966.  F.  W.  Webster,  1790 
Broadway,  New  York  19,  Exec.  Sec. 

Association  of  American  Physicians  and 
Surgeons,  Inc.,  Mr.  H.  E.  Northam,  185 
N.  Wabash,  Chicago  1,  Exec.  Dir. 

Gastrointestinal  Research  Forum,  Chicago. 
May  26,  1966.  Dr.  George  A.  Hallenbeck, 
Mayo  Clinic,  Rochester,  Minn.,  Sec. 

Gastrointestinal  Research  Group,  Dr.  George 
A.  Hallenbeck,  Mayo  Clinic,  Rochester, 
Minn.,  Sec. 

International  College  of  Surgeons,  Houston. 
May  1-6,  1966.  Stanley  E.  Henwood,  1616 
Lake  Shore  Dr.,  Chicago,  Sec. 

Medical  Society  of  United  States  & Mexico, 

Tucson,  Ariz.,  Oct.  6-8,  1966.  Dr.  James 
Nauman,  1603  N.  Tucson  Blvd..  Tucson, 
Ariz,,  Sec. 

Private  Clinics  and  Hospitals.  Dallas.  Haro' 
H.  Miller.  Gulf  Cojist  Hospital.  Baytown, 
Sec. 

Radiological  Society  of  North  America,  Chi- 
cago. 111..  Nov.  27-Dec.  2,  1966.  Mr.  M.  I). 
Frazer.  1744  S.  6Sth  St..  Lincoln,  Neb.. 
Sec. 
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South  Central  Association  of  Blood  Banks, 

San  Antonio,  March  17-19,  1966.  Miss 
Norma  M.  Bender,  3600  Florida  St.,  Baton 
Rouge,  La.,  Sec. 

Southern  Medical  Association,  Mr.  R.  F. 

Butts,  2601  Highland,  Birmingham  5, 
Ala.,  Exec.  Sec. 

Southwestern  Medical  Association,  Wash- 
ington, D.  C.,  Nov.  14-17,  1966.  Robert 
F.  Butts,  2601  Highland  Ave.,  Birming- 
ham. Ala..  Exec.  Dir. 

Southern  Psychiatric  Association,  Memphis, 
Tenn.,  Oct.,  1966.  Dr.  Mark  A.  Griffin, 
Jr.,  Appalachian  Hall,  Asheville,  N.  C., 
Sec. 

Southern  Surgical  Association,  Boca  Raton, 
Fla.,  Dec.,  1966.  Dr.  George  Yeager,  314 
Medical  Arts  Bldg.,  Baltimore,  Md. 

South  Texas  District,  American  College  of 

Surgeons,  Dr.  August  Herff,  Jr.,  1526  Nix 
Professional  Bldg.,  San  Antonio,  Sec. 

Southwestern  Society  of  Nuclear  Medicine, 

Dr.  J.  R.  Maxfield,  Jr.,  2711  Oak  Lawn, 
Dallas,  Sec. 

Southwestern  Surgical  Congress,  Las  Vegas, 
Nev.,  April  18-21,  1966.  Dr.  R.  B.  How- 
ard, 301  Pasteur  Bldg.,  Oklahoma  City  3, 
Okla.,  Sec. 

United  States-Mexico  Border  Public  Health 
Association,  Saltillo,  Coahuila,  Mexico, 
June  6-10.  1966.  Dr.  Jorge  Jimenez- 

Gandica,  501  U.  S.  Court  House,  El 
Paso,  Sec. 


State 

Texas  Academy  of  General  Practice,  Hous- 
ton, Sept.  12-14,  1966..  Mr,  D.  C.  Jackson, 
1905  N.  Lamar,  Austin,  Exec.  Sec. 

Texas  Academy  of  Internal  Medicine,  Dr. 
Warren  W.  Moorman,  901  W.  Leuda, 
Fort  Woi’th,  Sec. 

Texas  Air-Medics  Association,  Austin,  April 
16-17,  1966.  Dr.  C.  F.  Miller.  Box  1338, 
Waco,  Sec. 

Texas  Association  for  Mental  Health,  Aus- 
tin. R.  W.  Shafer,  Jr.,  4004  N.  Lamar 
Blvd.,  Austin,  Exec.  Sec. 

Texas  Association  of  Obstetricians  and 
Gynecologists,  Austin,  March  12,  1966. 
Dr.  James  T.  Downs,  3707  Gaston  Ave- 
nue, Dallas,  Sec. 

Texas  Association  of  Public  Health  Physi- 
cians, Austin,  April  14,  1966.  Dr.  Fran- 
cine  Jensen,  Houston,  Sec. 

Texas  Chapter,  American  Academy  of  Pedi- 
atrics, Austin.  April  15,  1966.  Dr.  G.  K. 
Womack.  Baptist  Memorial  Hospital,  San 
Antonio,  Sec. 

Texas  Chapter,  American  College  of  Chest 

Physicians,  Austin,  April  17,  1966.  Dr. 
Rodger  G.  Smyth,  331  W.  Nueva  St.,  San 
Antonio,  Sec. 

Texas  Dermatological  Society,  Austin,  April 
14-17,  1966.  Dr.  A.  C.  Ressmann,  714 
Medical  Arts  Bldg.,  San  Antonio,  Sec. 


Texas  Diabetes  Association,  Austin,  April 

17,  1966.  Dr.  Leonard  R.  Robbins,  3618 
Yoakum,  Houston,  Sec. 

Texas  Division,  American  Cancer  Society, 

Mr.  C.  W.  Reimann,  5014  Bull  Creek 
Rd.,  Austin  3,  Exec.  Sec. 

Texas  Heart  Association,  Houston,  Sept.  16- 

18,  1966.  Mr.  E.  T.  Guy,  2480  Times  Blvd., 
Houston  5,  Exec.  Sec. 

Texas  Hospital  Association,  Dallas.  May  14- 
18.  1966.  O.  Ray  Hurst,  6225  U.  S.  High- 
way 290  E.,  Austin,  Exec.  Dir. 

Texas  Industrial  Medical  Association,  Aus- 
tin. April  14,  1966.  Dr.  James  K.  Stewart, 
P.  O.  Box  3311,  Beaumont.  Sec. 

. Texas  Neuropsychiatric  Association,  Aus- 
tin, April  14-17,  1966.  Dr.  Jake  Peden, 
4645  Samuel  Blvd.,  Dallas,  Sec. 

Texas  Ophthalmological  Association,  Austin. 
April  14-15,  1966.  Dr.  J.  L.  Mims,  Jr., 
730  N.  Main,  San  Antonio,  Sec. 

Texas  Orthopaedic  Association,  Austin, 
April  16.  1966.  Dr.  Margaret  Watkins, 
3503  Fairmount,  Dallas.  Sec. 

Texas  Otolaryngological  Association,  Aus- 
tin, April  14-15,  1966.  Dr.  Norman 

Wright,  1422  Tyler,  Amarillo,  Sec. 

Texas  Pediatric  Society,  Fort  Worth,  Sept. 
29-Oct.  1,  1966.  Dr.  C.  E.  Gilmore,  811 
Bonham,  Paris,  Sec. 

Texas  Physical  Medicine  and  Rehabilitation 
Society,  Austin,  April  14,  1966.  Dr. 

Charles  Peterson,  1333  Moursund,  Hous- 
ton, Sec. 

Texas  Proctologic  Society,  Austin,  April  14, 
1966.  Dr.  T.  Melton,  636  Hermann  Pro- 
fessional Bldg.,  Houston,  Sec. 

Texas  Rehabilitation  Association,  D.  Pres- 
ton, 3700  Worth,  Dallas  10,  Sec. 

Texas  Rheumatism  Association,  Dr.  Homer 

R.  Goehrs,  509  West  26th,  Austin,  Sec. 

Texas  Society  of  Anesthesiologists,  Austin, 
April  16-17,  1966.  Dr.  Fred  P.  Thomas, 
2342  Maroneal,  Houston,  Sec. 

Texas  Society  of  Athletic  Team  Physicians, 
Austin,  April  14,  1966.  Dr.  Dan  Spivey, 
818  Frank  St.,  Lufkin,  Sec. 

Texas  Society  of  Ophthalmology  and  Otolar- 
yngology, Dallas,  Dec.  2-3,  1966.  Dr.  Jack 
B.  Lee,  409  Camden  St.,  San  Antonio,  Sec. 

Texas  Society  of  Plastic  Surgeons,  Austin, 
April  14,  1966.  Dr.  John  Gannon,  1433 
Hermann  Prof.  Bldg.,  Houston,  Sec. 

Texas  Society  on  Aging,  Mrs.  Edith  De- 
Busk,  Rio  Grande  Bldg.,  Dallas,  Sec. 

Texas  State  Board  of  Examiners  in  Basic 
Sciences,  Mrs.  Betty  J.  Anderson,  1012 
State  Office  Bldg.,  Austin,  Exec.  Sec. 


Texas  State  Board  of  Medical  Examiners, 

Dr.  M.  H.  Crabb,  1714  Medical  Arts  Bldg., 
Fort  Worth,  Tec. 

Texas  State  Division,  International  College 
of  Surgeons,  Austin,  April  14,  1966.  Dr. 
D.  H.  Smith,  1501-A  N.  De  Leon,  Vic- 
toria, Sec. 

Texas  Surgical  Society,  Austin,  April  3-5, 
1966.  Dr.  W.  B.  King,  Jr.,  2320  Colum- 
bus Ave.,  Waco,  Sec. 

Texas  Traumatic  Surgical  Society,  Austin 
April  14,  1966.  Dr.  J.  C.  lK)ng,  805  W. 
8th,  Plainview,  Sec. 

Texas  Tuberculosis  Association,  San  An- 
tonio, March  24-26,  1966.  Mrs.  Pauline 
K.  Matthis,  2406  Manor  Road.  Austin. 
Exec.  Dir. 


District 

Third  District  Society,  Amarillo,  Oct.  29, 
196G.  Dr.  Louis  Devanney,  2209  W.  7th, 
Amarillo,  Sec. 

Seventh  District  Society,  Dr.  R.  Lucas,  602 
W.  13th,  Austin,  Sec. 

Eighth  District  Society,  Dr.  Weldon  G.  Kolb, 
421  S.  Oak,  La  Marque,  Sec. 

Ninth  District  Society,  Humble,  March  17, 
1966.  Dr.  Bobby  Jones,  218  Main  Street. 
Houston,  Sec. 

Tenth  District  Society,  Dr.  I.  M.  Richman, 
3280  Fannin,  Beaumont,  Sec. 

Eleventh  District  Society,  Tyler,  Spring, 
1966.  Dr.  Lucy  Mathis,  107  Redland  Lane, 
Palestine,  Sec. 

Twelfth  District  Society,  Dr.  Walker  Lea, 
Scott  and  White  Clinic,  Temple,  Sec. 

Thirteenth  District  Society,  Fort  Worth, 
Spring,  1966.  Dr.  W.  H.  Neil,  1217  W. 
Cannon,  Fort  Worth,  Sec. 


Clinics 

Blackford  Memorial  Lectures,  Denison, 
Sept.,  1966,  Dr.  Fred  W.  Shelton,  600  N. 
Highland  Ave.,  Sherman,  Chm. 

Dallas  Southern  Clinical  Society  Conference, 
Dallas,  March  21-23,  1966.  Dr.  Oscar 
Marchman,  Jr.,  1314  Medical  Arts  Bldg., 
Dallas,  Dir. 

New  Orleans  Graduate  Medical  Assembly, 
New  Orleans,  March  7-10,  1966.  Dr.  Man- 
nie  D.  Paine,  Jr.,  1430  Tulane  Ave.,  New 
Orleans  12,  Exec.  Sec. 

Oklahoma  City  Clinical  Conference,  Okla- 
homa City,  Okla.,  Oct.  24-26,  1966.  Miss 
Alma  F.  O’Donnell,  503  Medical  Arts 
Bldg.,  Oklahoma  City  2,  Exec.  Sec. 

Postgraduate  Medical  Assembly  of  South 
Texas,  Houston,  July  18-20,  1966.  Mrs. 
W.  H.  Dahme,  209  Jesse  H.  Jones  Library 
Bldg.,  Houston  25,  Exec.  Sec. 

Southwest  Regional  Cancer  Conference, 
Tony  W.  Halbert,  905  6th  Ave.,  Fort 
Worth,  Sec. 
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GENERAL  SURGERY 
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A.  C.  Bennett,  M.D.,  F.A.G.S. 

D.  R.  Swetland.  M.D.,  F.A.G.S. 
Howard  L.  Smith,  M.D.,  F.A.G.S. 

INTERNAL  MEDICINE 
J.  B.  Barnett.  M.D.* 

W.  F.  McKinley,  Jr.,  M.D. 

James  S.  Bussell,  M.D. 


EYE,  EAR.  NOSE  AND  THROAT 
E.  P.  Hutchings.  M.D.,  F.A.G.S. 
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for  patients  behind  the  CO2  curtain 


The  lethargic  hypoventilators 

Hypoventilators  may  be  drowsy  and  lethargic  when  they 
must  be  awake  and  alert.  The  reason:  retention  of  excess 
CO2  in  the  alveoli  and  blood  caused  by  impaired  ventilation 
with  respiratory  depression.  Most  frequent  hypoventilators 
are  patients  with  pulmonary  emphysema,  extreme  obesity, 
chest  cage  abnormalities,  or  cardiopulmonary  disease. 

helps  overcome  symptoms  of  CO  ’ depression 
Emivan  increases  depth  of  breathing  and  rate,  when  de- 
pressed, so  that  the  lungs  “blow  off”  excess  CO-2,  and  oxygen 
tension  is  restored  toward  normal.  As  the  CO2  tension  falls, 
symptoms  of  lethargy,  somnolence,  fatigue,  and  irritability 
abate.  Emivan  is  safe  to  use:  side  effects  have  rarely  been 
observed  with  oral  Emivan  (although  with  overdosage,  it 


may  sometimes  cause  wakefulness);  there  has  been  no  evi- 
dence of  toxicity. 

Side  Effect:  Wakefulness  at  night  which  responds  to  reduc- 
tion in  dosage.  Precautions:  Emivan  is  a ventilatory  adjunct 
to  other  therapeutic  measures;  its  effectiveness  is  dependent 
upon  an  unobstructed  airway.  Courses  of  administration 
should  not  exceed  eight  weeks  at  a time.  An  apparent  addi- 
tive stimulant  effect  between  Emivan  and  MAO  inhibitors 
necessitates  adjustment  of  dosage  of  either  or  both  drugs 
when  one  is  used  in  the  presence  of  the  other.  Contraindica- 
tion: Known  or  suspected  epilepsy. 

Consult  product  brochure  for  dosage  and  full  information. 
Available:  60  mg.  tablets  for  oral  administration;  bottles  of 
100.  Also  20  mg.  tablets,  bottles  of  100. 


Oral  respiratory  stimulant  for  hypoventilators 


Emivan' 

brand  of  Ethamivan 


U.  S.  VITAMIN  & PHARMACEUTICAL  CORPORATION  800  Second  Avenue,  New  York,  N.Y.  10017 
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Combating  Emotions  with  Troth: 

The  Plight  of  Animol  Core  Battles 

AnTIVIVISECTIONISTS  and  allied  humane 
society  groups  have  gained  considerable  support 
with  their  propaganda  of  misinformation.  Before 
this  second  session  of  the  89th  Congress  are  many 
bills  regarding  animal  care  and  animal  research. 

At  least  29  bills  have  been  introduced  and  testi- 
mony has  been  heard  and  will  be  scheduled  before 
a subcommittee  of  the  House  Committee  on  Inter- 
state and  Foreign  Commerce.  There  is  a probability 
that  some  of  the  legislation  will  pass. 

The  advocates  of  this  type  of  legislation  are  the 
traditional  fanatical  groups  but  also  some  more 
effective  groups  of  intelligent  humane-type  individ- 
uals who,  for  the  sins  of  a few,  would  condemn  the 
entire  medical  community.  These  groups  use 
emotional  appeal  as  their  propaganda  technique. 
By  latching  onto  a true  circumstance  and  by  apply- 
ing an  adequate  dose  of  tears  they  can  juggle  the 
emotions  poignantly. 

Most  of  the  bills  introduced  are  restrictive : first, 
by  allowing  the  use  of  laboratory  animals  when  no 
other  mode  is  available;  second,  by  the  licensing  of 
researchers  who  do  animal  experimentation,  and 
third,  by  requiring  the  submission  of  a protocol  to 
some  authority  for  approval  before  research  in- 
volving animals  can  be  begun. 

More  subtle  points  are  found  in  some  of  the  bills, 
including  one  providing  for  a “lay  person”  as  head. 
Conceivably,  a protocol  could  be  submitted  to  an 
antivivisectionist  for  approval.  Differences  of  opin- 
ion regarding  animal  experimentation  between  the 
researcher  and  a bureaucrat  could  be  discussed  for 
years  and  never  resolved. 

Under  the  second  restrictive  point,  the  licensing 
of  “established  researchers”  could  endanger  the 
whole  concept  of  medical  education  and  research. 
If  only  “licensed”  researchers  were  allowed  to  per- 
form the  experiments,  what  would  happen  to  the 
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development  programs  for  training  research- 
ers ? Already  such  researchers  are  in  demand 
in  research  centers,  and  will  be  needed  in 
greater  numbers  with  the  building  of  new 
medical  schools  and  medical  research  facili- 
ties, not  to  mention  the  regional  centers  to 
be  developed.  This  would  mean,  according  to 
the  restrictions  in  some  bills,  that  graduate 
students  working  toward  doctorates  in  the 
biological  and  medical  sciences  and  physi- 
cians undertaking  research  fellowships  could 
not  acquire  practical  experience  to  become 
established  investigators. 

The  submission  of  protocols  to  a govern- 
ment agency  for  approval  could  cause  delays 
and  the  halting  of  animal  research  ( at  a time 
when  the  government  has  tried  to  expand 
medical  research  by  providing  substantial 
funds).  Can  a researcher  determine  the 
exact  number  of  animals  required  or  the 
direction  his  research  may  take?  Differences 
of  opinion  on  procedural  matters  can  occur 
even  between  highly  qualified  scientists  and 
could  cause  unwarranted  delay. 

Obviously,  there  are  instances  of  abuse 
which  we  cannot  overlook.  Inliumane  and 
cruel  treatment  of  animals  cannot  be  tolera- 
ted and  all  efforts  should  be  made  to  insure 
adequate  care  of  research  animals.  Statutes 
are  in  effect  in  all  states  and  in  many  local 
areas  and  could  be  strengthened  to  prevent 
ammunition  for  the  purges  often  carried  on 
by  the  antivivisectionists. 

The  Animal  Care  Panel,  the  National 
Society  for  Medical  Research,  and  other 
organizations  are  determined  to  elevate 
standards  for  animal  care  on  a voluntary 
basis  beyond  that  which  could  be  expected 
from  federal  legislation.  These  organizations 
have  regular  scientific  seminars,  meetings, 
and  an  accreditation  program,  all  of  which 
have  been  highly  successful.  Their  work 
negates  the  need  for  restrictive  legislation. 

Some  of  the  bills  to  be  considered  are  less 
restrictive  and  more  constructive.  Features 
of  the  Roybal  bill  (H.R.  5191)  were  sug- 
gested by  the  Los  Angeles  Society  for  Medi- 
cal Research.  The  bill,  introduced  in  the  last 
session,  has  the  endorsement  of  the  National 
Society  for  Medical  Research  and  merits  our 
consideration.  It  would  authorize  the  surgeon 
general  to  develop  research  programs  in 
laboratory  animal  health  care  and  use,  pro- 
grams for  the  training  of  people  responsible 
for  the  actual  care  of  these  animals,  dissemi- 
nation of  animal  care  information,  and 


technical  assistance  to  institutions,  hospitals 
and  laboratories  on  matters  relating  to  the 
care  of  animals. 

When  it  comes  to  combating  the  tearful 
testimony  of  the  various  antivivisectionist 
groups  we  may  be  required  to  become  just 
as  emotional  by  using  the  testimony  of  grate- 
ful people  who  now  live  because  of  the  con- 
tribution animals  have  made  to  medical 
knowledge. 

We  must  not  be  complacent.  This  is  the 
year  for  the  antivivisectionist — unless  we 
combat  emotions  with  truth. 

— Daniel  B.  Powell,  M.D.,  Austin. 


Progress  in  Neurosurgery 

NEARLY  ALL  AREAS  of  the  human 
brain  and  spinal  cord  can  now  be  approached 
for  removal  of  lesions  or  stereotaxic  altera- 
tion to  improve  function  or  reduce  disability. 
Thalamotomy  will  relieve  some  of  the  most 
disturbing  neurological  manifestations  of 
parkinsonism,  and  temporal  lobe  resection 
will  relieve  90  percent  of  medically  uncon- 
trolled seizures  in  selected  cases  of  epilepsy. 
The  infinite  complexity  of  the  brain  as  com- 
pared to  other  organ  systems  offers  an  end- 
less field  for  research  as  diseases  of  simpler 
organs  are  being  solved  or  eliminated. 

Stereotaxic  invasion  of  the  brain,  while 
alleviating  certain  disorders,  will  furnish  in- 
creasing information  as  to  function,  and 
lead  the  way  to  surgeiy  and  medical  therapy 
in  many  disorders  to  which  this  master- 
controlling organ  is  subject.  All  functional 
diseases  of  the  brain,  including  psycho- 
neuroses, schizophrenia,  and  manic  depres- 
sive insanity,  are  organic  in  that  they  are 
caused  by  nerve  cell  or  tract  damage  or  al- 
teration of  nerve  tract  or  cell  function,  so 
that  the  myriad  of  pathways  are  not  in 
proper  balance.  Nerve  cells  in  their  action 
are  similar  to  electronic  tubes  or  transistors, 
but  differ  in  their  ability  to  store  and  repeat 
information  regardless  of  whether  or  not 
this  information  is  harmful.  The  importance 
of  development  of  habit  patterns,  a more  com- 
plex manifestation  of  the  principle,  becomes 
obvious  and  should  be  a guide  to  the  develop- 
ment of  the  individual  as  a civilized  human. 

Of  equal  importance  with  the  need  for  re- 
search is  the  need  to  use  properly  what  is 
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already  known.  To  use  available  knowledge 
where  it  is  indicated  and  to  refrain  from 
ordering  tests  that  are  not  indicated  are  the 
marks  of  a thinking  physician  and  surgeon. 
Even  the  specialist  has  not  yet  learned 
enough  of  the  value  of  electroencephalo- 
graphy in  following  acute,  subacute,  and 
chronic  head  injuries.  The  internist  and  the 
pediatrician  sometimes  order  the  test  when 
it  cannot  help.  The  echoencephalogram  will 
probably  go  through  the  same  stages  in 
evolution.  Lobotomy,  once  abused  in  the 
treatment  of  mental  illness,  still  produces 
impressive  permanent  recoveries  under  the 
guidance  of  psychiatrists  who  can  properly 
select  patients.  It  is  not  used  enough. 

Cryosurgery,  popular  now,  may  well  pass 
the  way  of  chemical  injection  and  balloon 
catheters  for  surgery  in  Parkinson’s  disease 
whereas  the  simple  leucotome  loop  may 
remain  an  acceptable  method  in  the  hands 
of  good  operators.  Ultrasound  has  not  found 
practical  usefulness  and  the  laser  beam  is 
unlikely  to  apply  to  neurosurgical  techniques. 

There  are  a number  of  new  diagnostic  and 
surgical  methods  in  neurology  and  neuro- 
surgery and  yet  we  do  not  properly  use  the 
older  tools,  such  as  electroencephalography. 
Radioisotope  brain  scanning,  abandoned  five 
years  ago  by  most  neurosurgeons  because  it 
rarely  gave  useful  information  before  it  be- 
came obvious  that  brain  surgery  was  urgent- 
ly needed,  is  now  refined  and  sensitive 
enough  to  be  a useful  diagnostic  agent,  not 
only  in  most  brain  tumors  but  also  in  the 
immediate  recognition  of  acute  brain  infarc- 
tion and  contusion.  Echoencephalography, 
the  ultrasonic  location  of  reflecting  surfaces, 
is  being  extended  from  the  location  of  mid- 
line structures  (shifted  by  tumors  and  other 
defects)  to  the  identification  of  hydrocepha- 
lus, tumors,  and  subdural  hematomas. 

Extracranial  occlusive  disease  of  carotid 
and  vertebral  arteries  as  a cause  of  strokes 
has  been  thoroughly  studied,  and  endarter- 
ectomy finds  its  chief  use  as  a prophylactic 
agent  where  transient  strokes  are  not  fol- 
lowed by  catastrophic  infarct.  Occlusion  does 
not  necessarily  justify  surgery,  particularly 
where  anastomotic  circulation  is  adequate. 

Greatly  needed  are  additional  studies  of 
intracranial  arterial  spasm  which  has  held 
back  the  development  of  surgeiy  for  intra- 
cranial aneurysms.  Successful  surgery  can- 
not often  be  done  while  spasm  is  present,  and 
after  it  subsides,  surgery  may  not  be  needed. 


Gillingham’s  crusade  (Edinburgh)  for  early 
diagnosis,  in  which  he  advocates  spinal 
puncture  to  disclose  subarachnoid  bleeding 
in  any  severe  headache  of  sudden  onset,  may 
bear  fruit  although  in  some  cases,  patients 
selected  for  surgery  might  recover  without 
it  (as  in  the  instance  of  acute  appendicitis) 
since  mortality  rates  are  exceedingly  low. 
Results  are  more  impressive  than  a series 
of  patients  operated  upon  five  to  six  weeks 
after  hemorrhage  when  the  mortality  with- 
out surgery  has  probably  dropped  from  50  to 
15  percent.  Microsurgical  developments  will 
have  a place  in  the  surgery  of  intracranial 
aneurysms. 

Although  literature  on  vitamin  C indicates 
that  this  vitamin  should  be  maintained  at 
saturation  in  the  tissues,  as  is  uniformly  the 
case  in  all  species  which  synthesize  it  (only 
primates  and  guinea  pigs  do  not) , the  intake 
to  produce  this  level  is  many  times  that 
needed  to  prevent  scurvy,  and  large  doses 
have  been  used  by  dentists,  orthopedists, 
and  pediatricians  to  strengthen  teeth,  bones, 
and  ligaments,  and  to  reduce  infections. 
More  recently  its  use  has  been  urged  for 
disc  degeneration  and  ligaments  of  the  spine. 
The  use  of  optimum  dosage  of  ascorbic  acid 
may  assist  in  maintaining  back  comfort,  re- 
duce the  incidence  of  disc  operations  and 
particularly  reduce  re-operations. 

This  country  has  more  excellent  neuro- 
surgeons in  respect  to  its  size  than  any  other 
countiy  in  the  world.  One  drawback  has  been 
the  dilution  of  certain  less  common  neuro- 
surgical diseases  such  as  brain  tumors  and 
aneurysms.  Unless  there  is  proper  sub- 
specialization, no  young  neurosurgeon  today 
will  ever  operate  on  500  to  1,000  brain 
tumors  and  the  quality  of  certain  divisions 
of  neurosurgery  will  suffer.  In  some  areas 
where  neurosurgeons  work  together  in  a 
medical  center,  referral  of  cases  to  each 
other  takes  place  according  to  who  has  the 
most  experience  and  interest  in  specific  prob- 
lems. The  horizons  for  surgery  of  the  nerv- 
ous system  are  limitless  and  a large  part  of 
the  complexities  will  be  solved  by  surgical 
research  which  can  separately  study  the 
different  nerve  tracts.  Even  the  thorough 
studies  of  chemical,  physiological,  and  anato- 
mic function  will  depend  on  surgical  separa- 
tion so  that  the  function  of  the  major  tracts 
of  the  brain  and  cord  will  be  more  fully 
understood. 

— James  Greenwood,  Jr..  M.D..  Houston. 
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H.R.  8282;  “Wages”  for  Jobless 
Would  Encourage  Unemployment 

Legislative  proposals  with  far- 

reaching  effects  are  not  new  to  Congress, 
but  none  is  more  engulfing  than  H.  R.  8282, 
which,  in  its  efforts  to  “modernize”  state 
unemployment  compensation  systems,  would 

(1)  impose  federal  standards  for  all  states, 

(2)  create  a new  federal  unemployment  com- 
pensation program  to  supplement  those  of 
the  states,  and  (3)  give  non-repayable  fed- 
eral grants  to  under-financed  state  systems. 

Many  physicians  would  be  directly  af- 
fected because  the  bill  would  extend  cover- 
age to  an  additional  4.6  million  workers, 
including  those  in  hospitals  and  other  chari- 
table organizations,  and  in  firms  with  fewer 
than  four  employees.  Also,  both  the  tax  rate 
and  base  would  be  increased.  Benefits,  on 
the  average,  would  go  up  to  about  $70  per 
week. 

Now,  Texas  employers  pay  a maximum 
of  3.1  percent  gross  unemployment  taxes 
on  the  first  $3,000  of  each  employee’s  salary. 
The  state  receives  2.7  percent  to  pay  benefits, 
and  .4  percent  goes  to  the  federal  govern- 
ment to  pay  administrative  costs  of  state 
programs  and  to  maintain  a loan  fund  from 
which  states  may  borrow  in  emergencies. 
However,  through  the  unique  “experience 
rating”  feature  of  this  tax  system,  a firm 
having  few  or  no  claims  filed  by  former  em- 
ployees can  be  exempt  from  as  much  as  2.6 
percent  of  the  tax.  The  possibility  of  re- 
ducing the  rate  from  3.1  to  .5  percent  (.4 
federal,  .1  state)  is  a built-in  incentive  for 
adopting  management  techniques  designed  to 
stabilize  employment. 

H.  R.  8282  would  do  away  with  the  ex- 
perience rating  system,  and  would  raise 
the  federal  portion  of  the  tax  to  .55  percent 
and  the  state  portion  to  an  as  yet  incalculable 
rate.  The  tax  base  would  be  increased  to 
$5,600  in  1967  and  to  $6,600  in  1970. 

If  it  seems  odd  that  a measure  to  “modern- 
ize” unemployment  compensation  would  de- 


lete features  that  encourage  stable  employ- 
ment, then  the  proposed  standards  of  eligi- 
bility under  H.R.  8282  must  be  categorized 
as  almost  incredible.  A person  could  quit  a 
job  voluntarily  for  no  good  reason,  or  he 
could  be  fired  for  willful  misconduct,  and 
he  could  even  refuse  suitable  work  while 
drawing  unemployment  compensation  bene- 
fits. He  would  still  be  eligible  for  a benefit 
check  every  week  for  one  year,  with  the  first 
26  coming  from  the  state  and  the  remainder 
from  the  proposed  new  federal  system.  He 
could  be  disqualified  only  for  fraud,  engage- 
ment in  a labor  dispute,  or  conviction  of  a 
crime  in  connection  with  work. 

Eventually,  the  proposed  program  would 
mean  annihilation  of  the  state  systems,  for 
they  would  lose  the  right  to  determine  the 
rules  for  eligibility  and  the  amount  of  bene- 
fits. Most  state  unemployment  compensation 
systems  have  set  standards  suitable  for  their 
areas,  and  have  adopted  taxable  wage  bases 
and  rates  that  support  financially  sound 
programs.  The  non-repayable  subsidies  pro- 
posed in  H.R.  8282  might  well  reduce  the 
incentive  to  exercise  financial  prudence  at 
the  state  level,  and  in  states  where  such 
prudence  was  exercised,  employers  would 
in  effect  be  penalized  by  having  to  pay  taxes 
to  support  poorly  managed  programs  in 
other  states. 

Texas  delegates  to  the  AMA’s  1965  Clini- 
cal Convention  in  Philadelphia  presented  a 
resolution  to  support  state  administered  un- 
employment compensation  programs,  and  to 
oppose  H.R.  8282,  which  is  now  in  the  House 
Ways  and  Means  Committee.  A similar  re- 
solution, adopted  by  the  Texas  Medical  Asso- 
ciation’s Executive  Board  at  its  meeting  in 
Austin  on  Jan.  23,  pointed  out  that  the  pro- 
posed legislation  would  encourage  an  unde- 
serving minority,  raise  program  costs,  and 
subtract  from  unemployment  compensation 
resources  the  benefits  which  properly  should 
be  given  to  the  majority  of  conscientious 
workers  when  they  need  it. 

— Joe  T.  Nelson,  M.D.,  Weatherford, 
Chairman,  Council  on  Medical 
Jurisprudence. 
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Health  Care  Planning 
Forecasts  Orderly  Growth 


Areawide  planning  for  the  orderly  development  of  hospi- 
tals and  related  health  care  facilities  has  been  in  progress 
for  many  years,  but  as  I travel  over  the  state  I am  impressed 
by  the  great  interest  in  such  planning.  It  is  fortunate  that 
Texas  doctors  were  able  to  mobilize  their  communities  into  ac- 
tive planning  and  that  the  plans  are  now  beginning  to  material- 
ize. Had  it  happened  otherwise  the  medicare  program  could  have 
reduced  our  hospital  facilities  to  a shambles.  Due  to  the  far- 
sightedness of  our  profession  it  appears  that  in  Texas  we  may 
be  able  to  meet  the  challenge. 

Typical  of  all  of  this  work  is  the  program  in  Amarillo. 
Beginning  with  a survey  of  health  needs  in  1953  there  was  an 
orderly  development  of  a master  plan  by  the  Citizen's  Health 
Council.  Adopted  in  its  final  form  in  1958,  this  plan  is  now  be- 
ing implemented.  After  improvements  and  additions  to  existing 
hospital  facilities  had  been  made,  the  Council  acquired  a 415- 
acre  tract  of  land  and  is  now  in  the  process  of  constructing  a 
medical  center.  This  center  will  include  a general  hospital, 
a psychiatric  center,  a nursing  home,  and  other  related 
facilities . 

In  Lubbock,  Dr.  0.  Brandon  Hull  spent  the  better  part  of 
an  afternoon  showing  me  existing  hospitals  and  pointing  out 
sites  where  a large  coordinated  complex  will  be  built. 

In  Texarkana,  Dr.  R.  Keith  Harrison  and  I spent  several 
hours  going  over  plans  for  the  development  of  areawide  service 
designed  to  meet  the  needs  of  the  surrounding  three-state  area. 
Centered  at  the  Wadley  Hospital,  this  plan  is  nearly  complete 
and  initial  construction  will  begin  shortly. 

It  is  the  same  story  everywhere.  In  Houston  and  Dallas 
much  construction  has  already  been  completed  but  plans  for  the 
future  challenge  the  imagination. 

In  metropolitan  areas  and  in  isolated  communities  doctors 
are  working  with  interested  citizens  to  build  for  future  health 
care  needs.  This  is  a splendid  example  of  community  action.  The 
doctors  are  providing  leadership  that  will  have  a great  impact 
on  the  total  lives  of  their  fellow  men.  They  are  giving  time, 
energy,  and  talent  so  that  everyone  may  be  better  served  in 
health  care  facilities. 


r cJ  ^ f 

President 
Texas  Medical  Association 
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Which  Is  Pyloroplasty  with  Vagotomy? 
Which  Is  Pro-Banthfne? 


Photographs— Harry  Barowsky,  M.D.,  Lawrence  Greene,  M.D.,  and  Robert 
Bennett,  M.D.,  from  a Scientific  Exhibit  presented  at  the  Annual  Meeting 
of  the  American  College  of  Gastroenterology,  Bar  Harbour,  Florida,  Oct. 
24-27,  1965. 
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Another  example  of 

Pro  -Banthine 

(propantheline  bromide) 

a true  anticholinergic  in  action 

atropine  resulted  in  expectedly 
adverse  side  effects. 

Pro-Banthine,  in  minimal  dosage, 
produces  effects  similar  to  pyloro- 
plasty and  vagotomy  without  the 
disadvantages  of  permanent  post- 
vagotomy sequelae. 

The  intragastric  photograph  A 
is  of  a patient  who  has  had  pyloro- 
plasty with  vagotomy.  Photograph 
B is  of  a patient  given  6 mg.  of  Pro- 
Banthine. 

Indications:  Peptic  ulcer,  functional  hy- 
permotility, irritable  colon,  pyloro- 
spasm  and  biliary  dyskinesia. 

Oral  Dosage:  The  maximal  tolerated 
dosage  is  usually  the  most  effective. 
For  most  adult  patients  this  will  be  four 
to  six  15-mg.  tablets  daily  in  divided 
doses.  In  severe  conditions  as  many  as 
two  tablets  four  to  six  times  daily  may 
be  required.  Pro-Banthine  (brand  of 
propantheline  bromide)  is  supplied  as 
tablets  of  15  mg.,  as  prolonged-acting 
tablets  of  30  mg.  and,  for  parenteral  use, 
as  serum-type  ampuls  of  30  mg. 

Side  Effects  and  Contraindications: 

Urinary  hesitancy,  xerostomia,  mydri- 
asis and,  theoretically,  a curare-like 
action  may  occur.  Pro-Banthine  is  con- 
traindicated in  patients  with  glaucoma, 
severe  cardiac  disease  and  prostatic 
hypertrophy. 


SEARLE 


Research  in  the  Service  of  Medicine 


Normal  relaxed  pyloric  antrum;  con- 
tracted pylorus  (pyloric  fleurette) 


The  true  anticholinergic  values  of 
Pro-Banthine  have  never  been  so 
graphically  realized  as  they  are 
with  the  recent  development  of 
fibergastroscopy  and  the  intragas- 
tric camera. 

Pro-Banthine  consistently  pro- 
duces complete  relaxation  and  im- 
mobility of  the  stomach  with  a dose 
of  only  6 to  8 mg.  intravenously. 
This  is  less  than  half  the  usual  dose 
orally. 

Atropine,  on  the  other  hand, 
required  0.8  mg.  intravenously,  or 
twice  the  normal  dose,  to  achieve 
a similar  effect.  This  high  dose  of 
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Diabetic  Retinai  Neovascularization 
Treated  by  Photocoagulation 


f 1 THE  MANAGEMENT  of  patients 

CASE  REPORTS  with  dlabetes  mellitus  carries  a 
grave  concern  for  visual  disability. 
Kornerup^  studied  1,000  unselected 
diabetic  patients  and  reported  that  46  per- 
cent had  retinopathy  and  that  8 percent  had 
proliferative  retinopathy  with  new  blood 
vessels  and  fibrous  tissue.  Root  and  DitzeP 
reported  847  cases  of  proliferative  retino- 
pathy in  which  80  percent  were  patients 
under  60  years  of  age.  Development  of  pro- 
liferative retinopathy  is  unusual  when  the 
onset  of  diabetes  is  after  50  years  of  age. 

The  less  severe  forms  of  diabetic  retino- 
pathy, microaneurysms,  exudates,  and  ret- 
inal hemorrhages,  are  characterized  by 
great  variability  with  exacerbations  and  re- 
missions. Larson^  in  a ten-year  study  on 
diabetic  patients  with  retinopathy  indicated 
that  in  30  to  40  percent,  the  condition  re- 
mained stationaiy.  However,  the  more  severe 
forms  with  proliferative  change  rarely  im- 
proved spontaneously.  Neovascularization 
tended  to  be  permanent  and  progressive.  It 
is  difficult  to  predict  when  any  patient’s 
condition  will  progress  to  severe  fibrovas- 
cular  proliferation,  retinal  detachment  and 
vitreous  hemorrhage. 

The  hallmark  of  diabetic  retinopathy  is 
widespread  abnormality  in  capillary  base- 
ment membranes.  Beaven^  has  recently  sum- 
marized the  revelations  of  numerous  investi- 
gators. A most  interesting  finding  of 
Cogan®’®  and  associates  was  that  the  loss  of 
the  mural  cell  of  the  capillary  was  specific 
to  diabetes.  Microaneurysms  seemed  to  form 
at  such  sites  of  weakness  in  the  capillary. 
They  suggested  a shunting  of  blood  into 


Presented  at  the  May,  1965,  meeting  of  the  Texas 
Diabetes  Association  in  San  Antonio. 


these  capillaries  resulting  in  ischemia  in  ad- 
jacent capillaries.  Wise^  has  demonstrated 
that  neovascularization  occurs  in  areas  of 
retinal  hypoxia  but  not  in  areas  of  necrosis. 

Treatment 

Treatment  for  diabetic  retinopathy  has 
included  radiotherapy,  estrogens,  androgens, 
heparin,  hypophyseal  ablation,  and  adrenal- 
ectomy. Contreras  and  his  associates®  con- 
sidered that  the  outstanding  beneficial  ef- 
fect of  hypophyseal  stalk  section  was  on 
retinal  neovascularization  and  early  fibrosis. 
The  elimination  of  early  neovascularization 
apparently  prevents  more  severe  hemor- 
rhage, fibrosis,  and  retinal  detachment. 
Photocoagulation  of  the  retina  in  diabetics 
was  introduced  by  Meyer-Schwickerath®  in 
1954.  In  photocoagulation,  high-intensity 
light  is  absorbed  by  pigment  epithelium  of 
the  retina  and  converted  into  heat,  causing 
a coagulative  necrosis  and  scar.  Most  pa- 
tients treated  with  photocoagulation  have 
had  advanced  retinopathy.  It  is  now  re- 
garded as  a reasonable  treatment,  especially 
when  the  proliferating  new  blood  vessels 
are  still  on  the  surface  of  the  retina.  Wetzig 
and  Worlton^®  reported  that  flat  retinitis 
proliferans  could  be  completely  obliterated. 

Additional  Cases 

We  have  treated  and  evaluated  seven  eyes 
of  five  diabetic  patients  having  early  retinal 
neovascularization.  In  one  patient,  age  30, 
neovascularization  progressed  despite  cyclo- 
tron treatment  of  the  pituitary.  Photocoagu- 
lation was  apparently  effective  in  destroying 
the  new  vessels.  In  a few  areas  small  new 
capillaries  formed  at  the  margins  of 
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In  five  patients  with  retinal  neovasculariza- 
tion, treatment  by  photocoagulation  gave 
encouraging  results  in  keeping  with  other 
reports  which  are  briefly  reviewed.  The 
author  concludes  that  this  therapy  should 
be  offered  to  selected  patients. 


destroyed  retina  and  required  further  treat- 
ment. Another  patient,  age  39,  had  a dis- 
astrous vitreous  hemorrhage  from  another 
vessel  after  treatment  of  a preretinal  tuft 
of  vessels.  This  type  of  proliferation  into  the 
vitreous  is  more  difficult  and  often  impos- 
sible to  obliterate.  All  other  patients  with 
retinal  neovascularization  derived  benefit 
from  photocoagulation  without  complication. 
Follow-up  on  these  patients  was  from  three 
months  to  two  years. 

Retinal  neovascularization  may  be  com- 
pletely obliterated  or  greatly  reduced.  The 
necrotic  retinal  cells  seem  not  to  respond  by 
further  neovascularization,  although  that 
can  develop  in  the  margins  of  the  scar.  Per- 
haps the  suggestion  of  Wise  is  pertinent; 
that  is,  that  hypoxic  areas  respond  with 
neovasculogenesis  whereas  necrotic  areas  do 
not.  Results  are  less  favorable  once  the  fibro- 
vascular  proliferating  tissue  extends  into  the 
vitreous  and  pulls  the  retina  with  it  to  form 
a retinal  detachment.  Minor  visual  field  loss 
in  the  form  of  scotomata  result  from  such 
treatment  but  it  is  not  clinically  limiting  to 
the  patient.  This  agrees  with  the  report  of 
Wetzig  and  Worlton.  Judicious  application 
of  photocoagulation  avoids  destruction  to  the 
macular  region  with  preservation  of  central 
visual  acuity. 

I have  treated  other  causes  of  retinal  neo- 
vascularization including  sickle  hemoglobin 
C disease  and  angiomatosis  of  the  retina,  and 
find  that  the  response  is  similar  to  that  of 
the  diabetic  retina. 

Conclusion 

Although  my  experience  is  limited  to 
treatment  of  selected  cases  of  flat  retinal 
neovascularization,  the  results  are  encourag- 
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ing  and  in  agreement  with  other  clinical  in- 
vestigators. Destruction  of  the  retina  is  pro- 
duced in  isolated  areas,  but  not  so  much  as 
would  be  the  case  if  hemorrhage  or  retinal 
detachment  resulted  from  unattended  pro- 
gressive diabetic  retinopathy.  Photocoagula- 
tion is  certainly  not  as  severe  treatment  as 
hypophyseal  destruction,  and  it  should  be 
considered  in  the  management  of  diabetic 
retinopathy.  Hope  still  remains  that  the  his- 
tochemists  and  endocrinologists  may  soon 
suggest  a means  of  preventing  the  basic 
capillary  derangement  found  in  the  dia- 
betic patient.  Until  such  a preventive  mea- 
sure is  available,  I believe  that  photocoagu- 
lation should  be  offered  to  selected  patients 
with  new  blood  vessel  formation  in  the 
retina. 
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Acute  Ischemic  Papilledema 
And  Optic  Atrophy 

Pseudosyndrome  of  Foster  Kennedy 


EVERETT  R.  VEIRS,  M.D. 


Sudden  occlusion  of  an  artery  nourishing 
the  optic  nerve  produces  ischemic  papille- 
dema which  soon  subsides  to  be  followed  by 
optic  atrophy.  When  the  process  first  be- 
comes bilateral,  it  resembles  that  of  Foster 
Kennedy's  syndrome,  with  papilledema  in  one 
eye  and  optic  atrophy  in  the  other.  Three 
patients  whose  symptoms  followed  this  pat- 
tern have  been  observed.  All  had  sclerosis 
of  the  retinal  vessels  and,  eventually,  optic 
atrophy.  Permanent  loss  of  vision  was  mod- 
erate to  severe. 

f*  A TUMOR  about  the  base  of  the 

CASE  REPORTS  froutal  lobo  or  the  olfactory  groove 

■ is  perhaps  the  most  likely  cause 
of  Foster  Kennedy’s  syndrome; 
when  this  tumor  encroaches  upon  the  ol- 
factory and  optic  nerves,  anosmia  and  im- 
paired vision  with  homolateral  optic  atrophy 
and  contralateral  papilledema  are  the  most 
striking  symptoms.  Walsh^  states,  “On  the 
side  of  the  optic  atrophy  the  spaces  about 
the  optic  nerve  are  closed  off  as  a result  of 
pressure  of  the  tumor,  and  optic  atrophy, 
rather  than  papilledema,  develops  on  that 
side;  there  is  an  intracranial  mass  which 
accounts  for  increased  intracranial  pressure 
and  papilledema  in  the  eye  opposite  to  the 
tumor.” 

The  true  syndrome  may  need  to  be  dif- 
ferentiated from  a pseudosyndrome  of  Foster 
Kennedy,  sometimes  called  false  Foster  Ken- 
nedy syndrome,  the  syndrome  of  Foster 
Kennedy  on  a vascular  basis,  and  vascular 
pseudopapillitis. In  the  patient  who  has  op- 


President’s  address  presented  at  the  April,  1965, 
meeting  of  the  Texas  Ophthalmological  Association 
in  San  Antonio. 


tic  atrophy  in  one  eye  and  papilledema  in  the 
other  eye  but  who  does  not  harbor  a brain 
tumor,  evidence  suggests  a vascular  origin 
for  the  changes  in  the  optic  nerve,  most  like- 
ly the  result  of  an  acute  ischemic  phenome- 
non. Vision  in  the  involved  eye  will  diminish 
when  a circulatory  disturbance  occludes  the 
arteiy  which  nourishes  the  optic  nerve.  This 
ischemic  nerve  produces  unilateral  papille- 
dema, and  as  the  edema  begins  to  subside 
within  one  to  three  weeks,  the  optic  disk 
will  appear  pale.  Although  the  visual  acuity 
will  improve  in  this  eye,  some  vision  (20/60 
to  20/200)  will  be  lost.  When  the  nutrient 
artery  of  the  other  eye  becomes  occluded, 
papilledema  will  result.  By  this  time,  how- 
ever, the  optic  nerve  in  the  eye  which  was 
first  involved  has  become  pale  from  atrophy, 
and  the  patient’s  clinical  symptoms  can  be 
mistaken  easily  for  Foster  Kennedy’s  syn- 
drome. 

The  following  cases  are  presented  to  em- 
phasize the  diagnostic  masquerade  created 
by  the  pseudosyndrome  of  Foster  Kennedy. 

Case  Reports 

Case  1. — woman,  age  70,  was  seen  first  in  July 
1960.  Her  vision  had  been  blurred  for  about  six 
months,  but  loss  of  vision  in  her  left  eye  had  been 
pronounced  for  about  two  weeks.  She  complained 
of  some  pain  above  her  left  eye,  and  at  times  of 
generalized  headache.  Vision  was  20/200,  correctable 
to  20/25  in  the  right  eye  (O.D.),  and  2/200,  correct- 
able to  20/400  in  the  left  eye  (O.S.).  Moderate 
papilledema  involved  the  left  eye,  but  the  optic 
disk  of  the  right  eye  appeared  normal.  In  the  left 
eye,  the  retinal  arterioles  had  narrowed,  being 
especially  restricted  near  the  optic  disk.  The  field 
of  vision  in  the  left  eye  showed  generalized  con- 
striction with  a 10  mm.  white  target.  The  field  of 
vision  was  normal  in  the  right  eye. 

When  this  patient  returned  in  August  1960,  she 


40 


Texas  State  Journal  of  Medicine 


complained  of  blurred  vision  in  her  right  eye.  At 
that  time,  vision  was  O.D.  6/200,  correctable  to 
20/60;  O.S.  20/400,  correctable  to  20/100.  Papille- 
dema affected  the  right  eye,  and  the  optic  disk  of 
the  left  eye  was  pale.  In  both  eyes  the  retinal  arter- 
ioles were  narrow,  and  some  parallel  sheathing  of 
the  vessels  had  occurred  in  the  left  eye.  The  results 
of  the  general  physical  and  neurologic  examina- 
tions were  essentially  within  normal  limits.  Blood 
pressure  was  150/90  mm.  of  mercury.  Values  for 
the  cerebrospinal  fluid  and  serology  were  within 
the  normal  range.  Roentgenograms  of  the  skull  and 
an  electroencephalogram  failed  to  reveal  abnormali- 
ties. 

The  patient  was  seen  last  in  November  1960. 
Correctable  vision  was  O.D.  20/70,  O.S.  20/100.  Both 
optic  disks  were  pale.  The  focal  narrowing  of  the 
retinal  arterioles  remained. 

Case  2. — In  February  1960,  a 57-year-old  man 
had  sudden  loss  of  vision  in  his  right  eye,  accom- 
panied by  a throbbing  pain  behind  the  eye  and  mod- 
erate papilledema.  At  examination  his  corrected 
vision  was  O.D.  20/100,  O.S.  20/20.  The  left  eye  ap- 
peared normal.  The  results  of  physical,  clinical, 
neurologic,  and  roentgenographic  examinations 
showed  no  abnormalities.  Gradually,  the  corrected 
vision  in  the  right  eye  improved  to  20/40,  and  the 
papilledema  gave  way  to  pallor.  Although  the  re- 
tinal arterioles  of  the  right  eye  were  narrow, 
especially  near  the  disk,  those  of  the  left  eye  ap- 
peared normal. 

In  February  1961,  a sudden  loss  of  vision  in  this 
patient’s  left  eye  was  accompanied  by  throbbing 
pain  behind  the  eye.  All  the  symptoms  were  similar 
to  those  which  had  occurred  a year  previously  in 
the  right  eye.  The  corrected  vision  was  O.D.  20/40, 
O.S.  20/80.  Funduscopy  revealed  paleness  of  the 
right  optic  disk  and  papilledema  of  the  left.  In  both 
eyes,  narrowing  of  the  retinal  arterioles  was 
especially  noticeable  near  the  optic  disks.  As  the 
edema  subsided,  the  left  disk  became  pale.  The 
final  vision  was  O.D.  20/40-3,  O.S.  20/80-2. 

Case  3. — A 76-year-old  woman  was  seen  first  in 
October  1961.  During  the  past  year  or  more,  her 
vision  had  been  blurred,  but  recently  the  loss  of 
vision  had  been  rapid.  Her  vision  was  O.D.  4/200, 
correctable  to  20/200;  O.S.  20/200  with  best  cor- 
rection. Funduscopy  of  the  right  eye  revealed  pa- 
pilledema with  several  flame-shaped  hemorrhages 
on  the  peripheral  slope  of  the  optic  disk.  The  left 
disk  was  pale.  The  narrowed  retinal  arterioles 
showed  increase  in  the  brightness  of  the  light  re- 
flex. The  fields  of  vision  in  both  eyes  were  con- 
stricted moderately. 

The  results  of  the  general  physical  and  clinical 
examinations  were  not  pertinent  except  for  evi- 
dence of  generalized  arteriosclerosis.  The  neurologic 
findings  were  within  normal  limits.  Within  two 
weeks,  the  hemorrhages  had  disappeared,  most  of  the 
edema  had  subsided,  and  the  right  disk  had  begun 
to  pale. 

The  patient  was  seen  last  in  April  1962.  At  that 
time,  both  optic  disks  were  pale.  Vision  was  20/200. 


Discussion 

An  explanation  for  acute  ischemic  papille- 
dema is  sudden  occlusion  of  a large  artery 
that  supplies  blood  to  the  optic  nerve.  Fran- 
cois and  Neetens®  were  able  to  demonstrate 
anatomically  a central  optic  nerve  artery 
in  10  out  of  31  cases.  This  artery  may  origi- 
nate immediately  from  the  ophthalmic  artery 
or  it  may  branch  from  the  central  retinal 
artery.  Patients  who  have  a central  optic 
nerve  artery  may  develop  acute  ischemic 
papilledema  when  this  artery  is  occluded 
suddenly.  When  present,  this  artery  supplies 
a sizeable  portion  of  blood  to  the  nerve. 
Loss  of  vision  is  incomplete  because  the 
central  retinal  artery  also  gives  off  small 
nutrient  vessels  to  the  optic  nerve  in  these 
patients.  Persons  who  do  not  have  central 
optic  nerve  arteries  possibly  would  never 
develop  acute  ischemic  papilledema  because 
simultaneous  occlusion  of  the  several  smaller 
vessels  which  supply  blood  to  the  nerve 
would  be  unlikely. 

While  acute  ischemic  papilledema  may  be 
explained  logically  by  the  sudden  occlusion 
of  the  central  optic  nerve  artery,  this  does 
not  explain  the  permanent  narrowing  of  all 
of  the  retinal  arterioles  on  the  involved  side. 
Some  profound  pathologic  process  occurs  in 
the  central  retinal  artery  and  its  branches. 
The  possibility  exists  that  this  entity  may 
represent  cranial  arteritis.  Determination 
of  sedimentation  rates  and  biopsy  of  the 
temporal  arteries  soon  after  onset  of  the 
acute  ischemic  papilledema  might  clarify 
this  point. 

Another  possibility  is  that  the  vascular 
changes  involving  the  eye  and  the  optic  nerve 
occur  secondarily  to  an  occlusive  carotid 
process.  Ophthalmodynamometry  and  arter- 
iograms would  determine  this  relationship. 
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Triamcinolone  Acetonide  Formula 
For  Ophthalmologic  Conditions 


THE  EYE,  A DELICATE,  com- 
cLiNicAL MEDICINE  plex,  Rud  exposed  structure  is 

■ subject  to  trauma  and  infection. 

Fortunately,  the  antibiotics  and 
anti-inflammatory  steroids  permit  easy  and 
successful  treatment  of  previously  recal- 
citrant conditions. 

While  the  relative  newness  of  a medication 
does  not  necessarily  imply  superiority  over 
longer-established  ones,  the  physician  must 
maintain  familiarity  with  currently  available 
means  of  treatment.^  For  this  reason  a new 
corticosteroid-antibiotic  aqueous  drop  formu- 
lation, triamcinolone  acetonide  (Kenalog-S 
ophthalmic  solution,  not  yet  commercially 
available)  was  evaluated  in  the  treatment  of 
patients  at  the  Dallas  Medical  and  Surgical 
Clinic. 


Materials  and  Methods 

The  study  was  done  in  two  stages.  During 
the  first  stage,  triamcinolone  acetonide  was 
used  routinely  in  the  treatment  of  diseased 
or  damaged  eyes  in  212  patients.  In  the 
second  phase  of  the  study,  the  new  agent 
was  compared,  on  a double-blind  basis,  with 
hydrocortisone  acetate  (Isopto-P-H-N)  in 
the  treatment  of  205  patients. 

The  first  series  included  95  males  and  117 
females,  ages  9 months  to  85  years.  Of  these, 
100  had  conjunctivitis,  41  had  various  ocular 
infections,  32  had  irritations  or  allergies, 
24  were  postsurgical  patients  and  the  re- 
maining 13  had  miscellaneous  inflammations. 
The  presenting  conditions  of  2 patients  were 
not  recorded. 

The  second  series,  included  94  males  and 
111  females,  ages  4 to  89  years.  Of  these, 
203  had  acute  or  chronic  conjunctivitis  and 
1 had  meibomianitis.  The  presenting  condi- 
tion of  1 patient  was  not  recorded. 


Medications. — The  aqueous  solution  under 
investigation  contains  triamcinolone  aceto- 
nide (1.0  mg.  per  ml.),  neomycin  sulfate 
(2.5  mg.  per  ml.) , and  gramicidin  (0.025  mg. 
per  ml.).  It  has  shown  good  antihistaminic, 
anti-inflammatory,  antiedemic,  and  anti- 
pruritic properties  when  applied  topically 
in  a variety  of  dermatologic  conditions.^'® 

To  avoid  sensitizing  patients  to  the  more 
commonly  used  antibiotics,  ophthalmologists 
usually  prefer  formulations  that  are  not  likely 
to  be  used  systemically.'^'  Most  of  the  gram- 
positive and  gram-negative  organisms  in  the 
usual  bacterial  eye  infections  are  susceptible 
to  neomycin,  and  those  that  are  not,  or  that 
are  partially  susceptible,  usually  yield  to 
gramicidin.  Hypersensitivity  reactions  to 
either  agent  are  rare,  and  when  they  do 
occur,  there  is  no  problem  with  subsequent 
systemic  antibiotic  therapy  with  other 
agents.® 

The  preparation  used  in  the  first  series  of 
our  study  contained  triamcinolone  acetonide 
as  the  sodium  hemisuccinate  salt.  Since  this 
compound  is  unstable  in  aqueous  solution,  it 
was  supplied  in  powder  form  for  reconstitu- 
tion with  a sterile  diluent  immediately  before 
use.  By  the  time  the  second  stage  of  the  study 
began  triamcinolone  acetonide  dipotassium 
phosphate,  which  is  stable  in  aqueous  solu- 
tion and  provided  in  ready-to-use  form,  was 
available.  Solutions  of  both  salts  were  used 
in  the  second  series. 

During  the  second  series,  the  two  tri- 
amcinolone acetonide  preparations  were  com- 
pared, on  a double-blind  basis,  with  a stand- 
ard corticosteroid-antibiotic  preparation, 
each  cc.  of  which  contained  0.5  percent  hy- 
drocortisone acetate,  16,250  units  of  poly- 
myxin B,  and  5 mg.  of  neomycin  sulfate  in  an 
0.5  percent  methylcellulose  vehicle.  Neither 
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In  clinical  trials  in  212  cases  and  in  a 
double-blind  study  on  205  cases,  a new  tri- 
amcinolone acetonide  agent  was  as  effective 
as  a standard  hydrocortisone  acetate  solution 
for  treatment  of  eye  infections. 


physician  nor  patient  knew  which  medication 
was  being  used. 

Most  patients  in  both  series  had  received 
no  previous  treatment  of  their  eyes.  Five  of 
the  212  patients  in  the  first  series  had  been 
treated  with  sulfisoxazole,  1 had  been  given 
acetazolamide  and  atropine,  and  1 had  re- 
ceived Neosporin  ointment  and  a Staphylo- 
coccus toxoid-vaccine  preparation.  During 
treatment  with  the  triamcinolone  acetonide- 
antibiotic  combination,  a few  of  these  patients 
received  concomitant  treatment  with  x-rays, 
boric  acid,  sulfacetamide,  and  a preparation 
combining  polymyxin  B,  bacitracin,  and  neo- 
mycin, as  well  as  atropine  and  sulfisoxazole. 
Of  the  205  patients  in  the  second  series,  15 
had  been  treated  with  fludrocortisone,  sul- 
fisoxazole, hydrocortisone  acetate,  triamcino- 
lone acetate,  nitromersol,  oxacillin,  pilocar- 
pine, or  an  autogenous  Staphylococcus  vac- 
cine. Concurrently  with  the  test  medications, 
7 patients  in  this  group  received  treatment 
with  pilocarpine,  a combined  preparation  of 
polymyxin  B,  bacitracin  and  neomycin,  or  an 
autogenous  Staphylococcus  vaccine. 

Procedures. — During  the  first  series,  when- 
ever possible,  material  from  infected  eyes 
was  cultured  to  identify  the  offending  agent 
or  agents.  When  a potentially  pathogenic 
organism  was  identified,  the  culture  was 
tested  for  sensitivity  to  one  or  more  anti- 
bacterial agents.  The  eye  was  stained  rou- 
tinely with  fluorescein  to  rule  out  herpes 
simplex  infection,  a contraindication  to  use 
of  corticosteroids  in  the  eye. 

During  the  second  series,  a conjunctival 
smear  from  each  patient  was  examined  for 
both  bacteria  and  eosinophils,  and  cultures 
were  routinely  obtained  and  tested  for  anti- 
biotic sensitivity.  The  cornea  was  also  rou- 


tinely stained  with  fluorescein  to  rule  out 
herpes  simplex  before  using  the  test  medi- 
cation. 

Each  patient  was  instructed  to  place  1 
drop  of  the  prescribed  medication  in  the  af- 
fected eye  or  eyes  every  two  hours  for  three 
days,  and  to  return  at  the  end  of  this  period 
for  follow-up  examination.  Therapeutic  re- 
sponses to  the  medication  were  graded  as 
follows : Good — rapid  and  complete  healing 
or  pronounced  improvement.  Fair — some  im- 
provement, but  less  than  in  good  response. 
Poor — no  improvement,  or  evidence  of  a dele- 
terious effect. 

Results 

Laboratory  Results. — Reports  of  labora- 
tory studies  to  identify  pathogens  in  eye 
cultures  were  recorded  for  101  patients  in 
the  first  series.  Staphylococci  and  other 
gram-positive  cocci  were  found  in  79  cases ; in 
2 of  these,  gram-negative  bacilli  also  were 
present.  Gram-negative  bacilli  were  found  in 
2 additional  cases,  and  an  unidentifiable 
mold  was  present  in  1.  The  identity  of  the 
isolated  pathogens  was  not  recorded  in  3 
cases,  and  no  pathogens  were  isolated  in  14 
cases. 

Cultures  in  81  cases  were  tested  for  sensi- 
tivity to  one  or  more  antibacterial  agents. 
The  findings  are  shown  in  Table  1.  If  only 
the  bacterial  agents  that  were  tested  at  least 
50  times  are  considered,  it  is  evident  that 
the  triple  sulfas  were  effective  less  often 
than  they  were  ineffective,  and  that  chlor- 
amphenicol and  dihydrostreptomycin  were 
effective  only  slightly  more  often  than  they 
were  ineffective.  Erythromycin  and  neomy- 
cin had  tlie  most  favorable  sensitivity- 
resistance  ratios. 
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Table  1. — Resistance  and  Sensitivity  to  Various  Antibacterial  Agents  of  Pathogenic  Organisms  Found 

In  236  Cases  of  Ocular  Infection. 


' First 

Series  (81  Patients) 

' — Second 

Series  (155 

Patients) — > 

Culture 

Culture 

Total 

Culture 

Culture 

Total 

Agent* 

Sensitive 

Resistant 

Cultures 

Sensitive 

Resistant 

Cultures 

Bacitracin 

47 

22 

69 

127 

28 

155 

Chloramphenicol 

36 

34 

70 

93 

62 

155 

Chlortetracycline 

46 

26 

72 

Dihydrostreptomycin 

36 

32 

68 

Erythromycin 

56 

17 

73 

125 

30 

155 

Neomycin 

56 

10 

66 

126 

27 

153t 

Novobiocin 

5 

5 

67 

17 

84 

Oleandomycin 

5 

5 

10 

Oxacillin 

124 

31 

155 

Oxytetracycline 

51 

24 

75 

Penicillin 

37 

29 

66 

89 

65 

154$ 

Phenethicillin 

2 

2 

4 

Streptomycin 

1 

3 

4 

25 

61 

86 

Sulfadimethoxine 

7 

7 

68 

58 

126 

Tetracycline 

54 

19 

73 

98 

56 

154§ 

Triple  sulfas 

26 

38 

64 

Vancomycin 

41 

45 

86 

Polymyxin  B-bacitracin- 

Neomycin 

2 

1 

1 

3 

1 

Totals 

467 

263 

730 

983 

480 

1,463 

*No  culture  sensitivity  tests  were 

conducted  with  gramicidin. 

fContaminated  in 

1 case. 

fNot  recorded  in  2 

cases. 

§Not  recorded  in 

1 case. 

Gram-positive  cocci  appeared  in  the  eye 
cultures  of  153  of  the  205  patients  of  the 
second  series,  and  gram-positive  bacilli  and 
gram-negative  bacilli  each  were  found  in  1 
additional  case.  Cultures  were  negative  for 
pathogenic  organisms  in  the  remaining  50 
patients,  although  pus  cells  or  gram-positive 
cocci,  or  both,  were  found  in  the  smears  of 
42  of  these  patients.  Eosinophils  were  found 
in  the  smears  in  only  4 cases. 

Cultures  positive  for  gram-positive  cocci 
and  other  organisms  in  this  second  series 
were  routinely  tested  for  sensitivity  to  seven 
or  more  antibacterial  agents.  The  findings 
are  also  shown  in  Table  1.  Of  the  1,463 
sensitivity  tests  on  cultures  from  this  group, 
the  organisms  were  antibiotic-resistant  in 
480,  or  approximately  30  percent. 

Streptomycin  was  effective  less  often  than 
it  was  ineffective,  and  vancomycin  was  ef- 
fective slightly  less  often  than  it  was  in- 
effective. The  most  favorable  sensitivity- 
resistance  ratios  were  those  of  bacitracin, 
neomycin,  erythromycin,  and  oxacillin,  in 
that  order. 

Although  smear  and  culture  findings  were 
not  conclusive,  they  suggested  that  the  ma- 
jority of  these  patients  had  a catarrhal  con- 
junctivitis due  to  unidentified  gram-positive 
organisms.  In  other  instances,  the  labora- 
tory findings  did  not  permit  a definite  diag- 
nosis of  bacterial  conjunctivitis.  The  absence 
of  eosinophils  in  all  but  four  patients  sug- 


Table  2. — Clinical  Effectiveness  of  Triamcinolone 
Acetonide*  Solution  in  212  Cases  of  Ocular 
Disease  or  Injury. 

' Results ' 


Condition 

No.  Cases 

Good 

Fair 

Poor 

UnknownJ 

Conjunctivitis 

100 

47 

37 

15 

1 

Infections 

41t 

22 

9 

8 

2 

Allergies, 

irritations 

32 

15 

9 

5 

3 

Postsurgical 

24 

20 

3 

1 

Miscellaneous 

13 

6 

5 

2 

Not  recorded 

2 

1 

1 

Totals 

212 

111 

64 

31 

6 

"As  the  sodium  hemisuccinate  salt. 
fStaphylococci  and  other  gram-positive  cocci  were 
found  in  13  cases.  In  addition,  gram-positive 
cocci  were  found  in  57  cases  of  conjunctivitis, 
4 cases  of  irritation,  2 postoperative  cases,  and 
3 miscellaneous  cases. 
tPatients  did  not  return  for  follow-up. 


gested  that  allergy  played  a small  role  in  this 
series. 

Therapeutic  Results. — The  clinical  results 
obtained  in  the  first  series  of  patients  are 
summarized  in  Table  2.  In  27  of  the  31  pa- 
tients showing  poor  results,  no  improvement 
was  evident,  and  4 of  these  patients  became 
worse. 

The  results  of  the  double-blind  study  in  the 
second  series  are  summarized  in  Table  3. 
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Table  3. — Summary  of  Findings  in  Double-Blind  Comparison  of  Three  0 phthalmic  Corticosteroid- 
Antibiotic  Formulations  in  Treatment  of  Conjunctivitis  in  205  Patients. 


Hydrocortisone 

Triamcinolone  Acetonide 

Antibiotic 

Acetate 

(Hemisuccinate) 

(Phosphate) 

Smear,  Culture  Findings 

Sensitivity 

Good 

Fair 

Poor 

Good 

Fair  Poor 

Good  Fair 

Poor 

Culture:  Gram-positive  cocci 

Sensitive:  Neomycin 

and /or  bacitracin 

65 

4 

14 

24 

2 5 

25*  1 

2 

Smear:  No  eosinophils 

Resistant:  Neomycin 

and  bacitracin 

2 

2 

1 

1 

1 

Smear:  “Pus  cells”  and/or 

gram-positive  cocci;  no 

eosinophils 

12 

4 

9 

2 

13 

2 

Culture:  No  growth 

Smear:  “Pus  cells”  and/or 

gram-positive  cocci  and 

Sensitive:  Neomycin 

eosinophils 

and/or  bacitracin 

1 

1 

Culture:  Gram-positive  cocci 

Resistant:  Neomycin 

and  bacitracin 

2 

Culture:  Gram-negative  bacilli 

Resistant:  Bacitracin 

Smear:  “Pus  cells”  no 

eosinophils 

1 

Smear  and  Culture:  Gram- 

Sensitive:  Neomycin 

positive  bacilli 

and/or  bacitracin 

1 

Smear  and  Culture:  Negative 

7 

1 

Totals 

88 

4 

21 

35 

2 8 

42  1 

4 

*Includes  one  patient  with  acute  meibomianitis  and  one  case  in  which  the  presenting  condition  was  not 
recorded. 


Of  the  205  patients  in  this  series,  113  were 
treated  with  standard  hydrocortisone  acetate 
with  antibiotics,  45  with  triamcinolone  aceto- 
nide  (sodium  hemisuccinate)  with  anti- 
biotics, and  47  with  triamcinolone  acetonide 
(dipotassium  phosphate)  with  antibiotics. 

Infections  and  other  conditions  cleared  or 
improved  in  78  percent  of  the  patients  whose 
eyes  were  treated  with  hydrocortisone  ace- 
tate. Similar  conditions  cleared  or  improved 
in  84  percent  of  the  patients  treated  with 
triamcinolone  acetonide.  Treatment  failed  in 
13  percent  of  patients  treated  with  tri- 
amcinolone acetonide  preparations,  as  com- 
pared to  19  percent  of  patients  treated  with 
hydrocortisone  acetate. 

Discussion 

Analysis  of  the  results  in  the  first  series 
(Table  2)  shows  that  medication  was  ef- 
fective in  the  preponderance  of  cases,  with 
satisfactory  results  outnumbering  poor  ones 
by  approximately  four  to  one.  Gram-positive 
cocci,  probably  Staphylococcus  aureus,  ap- 
peared in  cultures  taken  from  10  of  the  31 
patients  in  whom  treatment  failed.  In  only 
2 cases  were  the  organisms  resistant  to  neo- 
mycin (and  bacitracin),  but  in  all  cases  they 
were  resistant  to  at  least  one  other  anti- 
biotic, and  in  most  cases  they  were  resistant 
to  a number  of  other  antibiotics  such  as  peni- 


cillin, erythromycin,  chloramphenicol,  and 
the  triple  sulfas.  While  it  is  possible  that  a 
resistant  strain  of  Staphylococcus  may  have 
caused  treatment  failure  in  2 of  these  10 
patients,  it  is  not  unlikely,  in  view  of  the 
demonstrated  antibiotic  resistance  of  cul- 
tures, that  some  other  antibiotic-resistant 
agent  was  involved  in  8 of  these  patients. 
Such  a presumption  is  supported  by  the 
demonstrated  effectiveness  of  the  medication 
under  trial  in  many  cases  with  proved 
staphylococcal  infection. 

Of  the  4 patients  in  the  first  series  whose 
eyes  became  worse,  2 harbored  staphylococci ; 
no  culture  was  obtained  in  the  other  2 cases. 
All  other  patients  in  this  series  tolerated  the 
medication  well. 

The  findings  of  the  double-blind  study 
(Table  3)  confirm  the  effectiveness  of  tri- 
amcinolone acetonide  (sodium  hemisuc- 
cinate) . Under  the  conditions  of  this  clinical 
trial,  the  dipotassium  phosphate  salt  of  tri- 
amcinolone acetonide  was  at  least  as  effec- 
tive as  its  sodium  hemisuccinate  salt,  and 
both  compounds  were  at  least  as  effec- 
tive as  hydrocortisone  acetate  in  the  treat- 
ment of  conjunctivitis. 

While  the  widespread  use  of  sulfonamides, 
antibiotics,  and  other  antibacterial  agents 
has  reduced  the  frequency  of  loss  of  vision 
because  of  infection,®  their  indiscriminate 
use  has  led  to  the  sensitization  of  many  pa- 
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tients  and  to  the  appearance  of  resistant 
organisms.  For  this  reason,  I believe  that  the 
laboratory  tests  to  determine  the  antibiotic 
sensitivity  of  pathogens  found  in  each  case 
were  an  essential  part  of  the  study,  and  that 
the  findings  also  serve  as  a reference  file 
of  the  type  and  bacterial  sensitivity  of  each 
patient. 

Increased  intraocular  pressure  has  been 
reported  with  the  continued  use  of  topical 
corticosteroids,’’  but  this  side  effect  did  not 
occur  in  the  present  studies,  possibly  because 
of  the  short  duration  of  the  treatment.  The 
rare  case  of  glaucoma  arising- with  steroids 
should  be  clinically  diagnosed  and  a follow- 
up study  may  be  a blessing  to  the  patient. 
Overgrowth  of  fungus  infection  from  the 
continued  use  of  a broad  spectrum  antibiotic 
with  corticosteroid  is  regarded  as  a serious 
factor  by  Hogan  and  Thygeson.’’®  The  doctor 
must  be  continually  aware  of  the  possibility 
of  this  complication.  We  have  customarily 
recommended  that  corticosteroid-broad  spec- 
trum antibiotic  combinations  be  used  for 
only  three  or  four  days,  and  we  have  found 
that  the  incidence  of  anterior  segment  in- 
fections such  as  iritis  and  cyclitis  has  drop- 
ped remarkably.  We  believe  that  this  decline 
is  due  to  the  early  use  of  steroids  for  con- 
junctivitis associated  with  iritis. 

Herpes  simplex  is  a contraindication  to 
the  use  of  corticosteroid-antibiotic  prepara- 
tions in  the  eye.  However,  IDU  (5-iodo-2’- 
deoxy uridine)  should  offer  protection  to  pa- 
tients with  herpes  virus.’’’’”’ 

Summary 

A corticosteroid-antibiotic  aqueous  drop 
ophthalmic  preparation,  triamcinolone  aceto- 
nide,  was  investigated  clinically  in  two  series 
of  patients  with  various  inflammatory  con- 
ditions of  the  eye. 

In  the  first  series,  triamcinolone  acetonide 
as  the  sodium  hemisuccinate  salt  was  used 
routinely  in  topical  treatment  of  infections, 
irritations,  allergies,  and  postsurgical  con- 
ditions. In  the  second  series,  triamcinolone 
acetonide,  formulated  either  as  the  sodium 
hemisuccinate  salt  or  as  the  dipotassium 
phosphate  salt,  was  compared  with  a hydro- 
cortisone acetate  in  a double-blind  study, 
principally  in  treatment  of  conjunctivitis. 


In  the  first  series  (212  patients)  111  had 
good,  64  fair,  and  31  poor  results.  Six  pa- 
tients were  lost  to  follow-up.  Staphylococci 
or  other  gram-positive  cocci  were  present  in 
79  cases;  gram-positive  bacilli  in  2 cases, 
and  gram-negative  bacilli  in  2 cases.  An  un- 
identified fungus  was  found  in  1 case. 

Gram-positive  cocci  were  found  in  153  of 
the  205  cases  of  the  second  series,  and  gram- 
positive and  gram-negative  bacilli  in  1 ad- 
ditional case  each.  Cultures  were  negative 
in  the  remaining  cases,  although  in  42,  pus 
cells  or  gram-positive  cocci,  or  both,  were 
found  in  the  smears. 

The  double-blind  study  showed  that  hydro- 
cortisone acetate,  used  in  113  cases,  gave  good 
results  in  88  (78  percent)  ; and  that  tri- 
amcinolone acetonide  used  in  92  cases,  gave 
good  results  in  77  (84  percent). 

These  results  indicate  that  the  medication 
being  tested  is  equally  effective  in  the  treat- 
ment of  conjunctivitis  whether  it  contains 
triamcinolone  acetonide  as  the  sodium  hemi- 
succinate salt  or  as  the  dipotassium  phos- 
phate salt.  The  results  also  indicate  that  tri- 
amcinolone acetonide  is  as  effective  in  the 
treatment  of  inflammatory  conditions  of  the 
anterior  segment  of  the  eye  as  is  hydrocor- 
tisone acetate. 
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Cricopharyngeal  Achalasia:  Variant  Of 
Hypopharyngeal  Diverticulum  Syndrome 


Milton  V.  Davis,  M.D.,  Ben  F.  Mitchel,  Jr.,  M.D.,  and  Maurice  Adam,  M.D. 


Spasticity  of  the  cricopharyngeus  can  cause 
pulsion  diverticula  of  the  hypopharynx  as  well 
as  difficulty  in  swallowing.  Midline  section  of 
the  cricopharyngeus  as  part  of  the  treatment 
for  these  conditions,  regardless  of  whether 
or  not  a large  pouch  is  present,  is  suggested. 
Simple  section  of  the  cricopharyngeus  with- 
out removal  of  the  pouch  may  benefit  some 
patients  with  relatively  large  diverticula. 

f 1 ACHALASIA  IS  DEFINED  as 

CASE  REPORTS  failure  or  absence  of  relaxation. 

The  term  has  most  widely  been 
applied  to  absence  of  relaxation  of 
the  circular  muscle  fibers  in  the  distal  end 
of  the  esophagus.  It  seems  appropriate  to 
apply  this  term  to  that  portion  of  the  inferior 
constrictor  of  the  pharynx  called  the  crico- 
pharyngeus. 

The  clinical  syndrome  of  the  Zenker’s  di- 
verticulum (Fig.  1)  or  hypopharyngeal 
pouch  is  characterized  by  filling  and  spilling 
of  the  pouch,  and  most  often  these  patients 
present  with  severe  recurrent  bilateral  as- 
piration pneumonia.  Some  have  difficulty  in 
swallowing  but  others  do  not. 

There  is  another  group  of  patients  who 
have  obstruction  to  the  outlet  of  the  hypo- 
pharynx  with  perhaps  a small  diverticulum, 
which  sometimes  is  hardly  demonstrable. 
These  patients  do  not  have  a large  pouch 
which  fills  and  spills,  and  therefore  aspira- 
tion pneumonia  is  less  likely  to  develop.  They 
do  find  it  difficult  to  swallow,  even  to  the 
point  of  virtual  starvation,  and  they  have 
drooling  of  saliva  characteristic  of  obstruc- 
tions high  in  the  alimentary  tract. 

Patients  in  a third  group,  classified  be- 
tween these  two  extremes,  have  some  diffi- 
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Fig.  1.  Typical  Zenker's  diverticulum. 


culty  in  swallowing,  and  have  a moderate- 
to  medium-sized  pouch  which  may  give  some 
trouble  with  filling  and  spilling  and  aspira- 
tion. 

Historical  Review 

Spasm  at  the  entrance  to  the  esophagus 
was  described  as  early  as  1919  by  Kelly'  and 
in  1950  by  Asherson.-  Jackson  and  Shallow 
published  a paper  in  1926^  in  which  they  in- 
criminated excessive  tone  of  the  cricopharyn- 
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Fig.  2.  Chest  roentgenogram  shows  bilateral  aspiration  a small  hypopharyngeal  pouch,  case  2. 

pneumonitis,  case  1.  Fig.  4.  Roentgenogram  after  barium  swallow  demonstrates 

Fig.  3.  Roentgenograms  after  barium  swallow  demonstrate  medium-sized  hypopharyngeal  pouch,  case  3. 


geus  as  a primary  etiological  factor  in  the 
development  of  pulsion  diverticula  of  the 
hypopharynx.  Sutherland'*  described  the  syn- 
drome which  he  called  cricopharyngeal 
achalasia  in  1962.  He  noted  that  in  patients 
who  cannot  swallow  because  of  spasm  of 
this  group  of  circular  muscle  fibers,  severe 
weight  loss  and  inanition  may  ensue,  even 
leading  to  virtual  starvation.  Sutherland 
also  recommended  section  of  the  crico- 
pharyngeus  to  relieve  this  condition,  and 
apparently  he  was  the  first  to  recommend 
this  for  so-called  idiopathic  cricopharyngeal 
achalasia.  Kaplan®-®  had  recommended  lateral 
section  of  the  cricopharyngeus  for  paralysis 
of  the  swallowing  mechanism  following  cer- 
tain neurological  diseases.  Negus'^  agreed 
with  Jackson  and  his  colleagues  in  noting  the 
role  played  by  the  spastic  cricopharyngeus 
muscle  in  the  etiology  of  pharyngeal  diverti- 
cula. Wilkins®’®  has  advocated  midline  crico- 
pharyngeus section  for  several  different  con- 
ditions resulting  in  deglutition  disabilities. 

Clinical  Variations 

The  variation  in  the  clinical  picture  is 
illustrated  by  the  following  case  reports. 

Case  1. — A 58-year-old  white  man  was  seen  in 
August,  1959,  with  recurrent  and  persistent  pneu- 
monitis in  the  right  upper  lobe  of  the  lung.  Also, 
he  had  the  habit  of  ingesting  mineral  oil;  and  his 
chest  x-ray  (Fig.  2)  revealed  a bilateral  pulmonary 
infiltrate.  Bronchoscopy  and  bronchography  showed 
no  bronchial  obstruction.  We  decided  to  resect  his 
hypopharyngeal  diverticulum,  which  we  knew  had 
been  present  previously,  because  we  believed  that 


this  was  the  cause  of  his  recurrent  pneumonitis. 
He  had  an  uneventful  recovery,  and  the  pulmonary 
infiltrate  cleared  over  the  next  seven  months. 

Case  2. — A 60-year-old  white  man  seen  in  Decem- 
ber of  1964  had  a long  history  of  difficulty  in 
swallowing,  drooling  saliva,  and  more  recently 
severe  weight  loss  and  increasing  difficulty  with 
strangling  when  he  tried  to  eat  or  drink.  Radio- 
graphic  and  fluoroscopic  examination  revealed  pool- 
ing of  the  contrast  material  in  the  pyriform  sinuses, 
difficulty  getting  the  bolus  to  pass  into  the  esopha- 
gus, and  a small  hypopharyngeal  pouch  (Fig.  3). 
This  patient’s  diverticulum  was  not  large  enough 
to  account  for  his  difficulty,  but  spasm  of  the  crico- 
pharyngeus was  thought  to  be  responsible.  We 
performed  a vertical  midline  section  of  the  crico- 
pharyngeus. The  patient’s  immediate  postoperative 
course  was  excellent,  but  on  the  fifth  day,  signs 
of  a small  salivary  fistula  developed.  This  required 
an  additional  ten  days  in  the  hospital,  but  it  sealed 
well  and  the  patient  attained  a good  result  with 
considerable  improvement.  He  gained  15  lb.  in  the 
next  two  months  and  continues  to  improve. 

Case  3. — A 76-year-old  white  man  complained  that 
food  lodged  in  a pouch,  which  he  knew  he  had  be- 
cause of  previous  examinations;  he  had  eructations 
of  gas  and  food,  involuntarily;  and  he  choked 
when  he  attempted  to  eat.  This  patient  had  main- 
tained his  weight  and  had  never  had  significant 
recurrent  pneumonitis,  however  he  said  he  had  not 
enjoyed  eating  for  a number  of  years.  Contrast 
studies  of  his  pharynx  and  upper  esophagus  re- 
vealed a moderate-sized  diverticulum,  not  quite  large 
enough  to  account  for  all  of  his  symptoms  (Fig.  4). 

Resection  of  the  diverticulum  and  section  of  the 
cricopharyngeus  resulted  in  complete  relief  of  his 
symptoms. 

Discussion 

We  tend  to  agree  with  Negus,  Jackson  and 
Shallow,  and  others  who  have  expressed  the 
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Fig.  5.  The  surgical  approach  and  technic  of  vertical  section  of  the  cricopharyngeus  is  illustrated. 


opinion  that  spasm  or  excessive  tone  of  the 
lowermost  circular  muscle  fibers  of  the  in- 
ferior constrictor  of  the  pharynx,  which  is 
called  the  cricopharyngeus,  is  responsible 
for  the  development  of  the  hypopharyngeal 
pouch.  However  in  many  patients  who  have 
the  same  spasm  a significant  pouch  does  not 
develop.  When  the  pouch  develops  to  con- 
siderable size,  it  repeatedly  becomes  filled 
with  ingested  material  and  saliva,  and  al- 
ternately fills  enough  to  obstruct  the  upper 
esophagus  and  spills  enough  to  flood  the 
tracheobronchial  tree  with  ingested  material. 
When  these  patients  have  a large  pouch,  re- 
current aspiration  pneumonitis  is  one  of 
their  chief  problems.  Even  if  they  do  not 
have  a large  pouch,  the  cricopharyngeal 
achalasia  can  be  so  severe  that  it  interferes 
with  their  ability  to  swallow  and  can  lead 
ultimately  to  varying  degrees  of  staiwation. 

We  believe  that  the  cricopharyngeus 
should  be  sectioned  regardless  of  what  other 
surgical  procedure  is  performed  for  these 
patients  (Fig.  5).  Also,  it  is  suggested  that 
for  those  with  small  and  medium-sized  di- 


verticula, simple  section  of  the  muscle  with- 
out resection  or  obliteration  of  the  pouch 
might  be  the  best  therapy.  This  may  even 
be  applicable  to  those  who  have  quite  large 
diverticula  and  further  attention  should  be 
directed  toward  this  possibility. 
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Mastoid  Disease 
Masked  by  Antibiotics 


THE  DISCOVERY  and  progres- 
CASE  REPORTS  slve  developHient  of  sophisticated 
antimicrobial  medications  has  had 
a tremendous  impact  on  the  mor- 
bidity and  mortality  characteristics  of  many 
diseases.  We  are  fortunate  to  have  these 
medications  for  treatment  of  infections  of 
the  temporal  bone  and  to  obtain  good  results 
in  modern  otologic  surgery.  However,  we 
must  constantly  be  aware  that  the  anti- 
microbial relationship  to  pathogenic  bacteria 
is  dynamic  and  perpetually  changing.  Pru- 
dent use  of  these  medications  is  mandatory; 
their  masking  effects  were  reported  with 
the  use  of  the  first  sulfonamides. 


Review  of  Earlier  Cases 

In  1937  Smith  and  Coon^  reported  the  case 
of  a child  given  sulfanilamide  therapy  for 
acute  purulent  otitis  media  and  mastoiditis 
which  required  bilateral  mastoid  surgery. 
Following  surgery,  the  child’s  temperature 
remained  above  normal,  but  blood  cultures 
were  negative.  A spinal  fluid  study  revealed 
a white  blood  cell  count  (WBC)  of  4,300 
per  cu.  mm.  Mastoid  revisions  and  increased 
dosage  of  sulfanilamide  effected  a cure.  In 
1939  Fisher-  reported  the  treatment  of 
two  parallel  groups  of  patients  with  acute 
purulent  otitis  media.  One  group  of  95  pa- 
tients was  treated  by  paracentesis  only.  Of 
these  patients,  66  (69.4  percent)  developed 
surgical  mastoiditis.  A second  group  of  88 
patients  was  treated  by  paracentesis  and 
sulfanilamide  therapy.  Surgical  mastoiditis 


Presented  in  May,  1965,  at  the  joint  meeting  of 
the  TMA  Section  on  Otolaryngology  and  Texas 
Otolaryngological  Association  in  San  Antonio. 


developed  in  only  seven  (7.9  percent).  Ko- 
petzky®  stated  in  1942,  that  he  hoped  more 
experience  would  relegate  the  use  of  this 
drug  to  the  combat  of  serious  septic  lesions 
and  not  popularize  it  for  the  simple  treat- 
ment of  otitic  infections,  because  he  believed 
its  masking  effects  constituted  a real  danger 
and  that  serious  lesions  develop  which  are 
ordinarily  preventable  by  competent  otolo- 
gists. In  1944  Sellers^  reported  a case  of  bi- 
lateral purulent  otitis  media  treated  with 
sulfonamides  in  moderate  amounts.  The 
drums  had  ruptured  spontaneously.  The 
right  ear  cleared  and  the  perforation  healed 
after  ten  days.  The  left  ear  continued  to 
drain  14  days  longer.  At  this  time  sulfathia- 
zole  was  given,  1 gm.  every  four  hours.  Four 
days  later  all  discharge  had  stopped.  The 
perforation  had  healed  and  complete  resolu- 
tion of  all  evident  pathologic  change  had 
occurred.  These  reports  serve  as  valuable 
guidelines  today.  Though  we  have  improved 
our  treatment  technique  by  culture  and  sen- 
sitivity studies,  we  must  remember  to  use 
adequate  amounts  of  these  drugs  for  a suf- 
ficient length  of  time  to  obtain  desired  re- 
sults. The  medication  alone  isn’t  always  suf- 
ficient, and  we  must  be  aware  of  the  mask- 
ing effects. 

Present  Series 

Attesting  to  the  fact  that  antimicrobial 
drugs  alone  do  not  always  effect  a cure  are 
the  12  surgical  mastoid  cases  (Table  1).  All 
had  been  treated  with  various  types  of  anti- 
biotic drugs  and  otic  drops  for  different 
periods  of  time  for  various  middle  ear  and 
mastoid  infections,  and  all  had  tympanic 
membrane  perforations. 
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The  menace  of  antimicrobial  drugs  masking 
mastoid  and  temporal  bone  disease  remains 
with  us,  but  usually  in  a more  subtle  form 
and  with  fewer  intracranial  complications 
than  were  seen  when  this  therapy  first  came 
into  use.  With  early  detection  of  temporal 
bone  disease  and  adequate  treatment,  the 
problem  should  be  much  less  serious. 


PAUL  J.  MARMESH,  M.D. 


In  culturing  the  offending  organisms,  the 
disk  method  was  used  to  determine  sensi- 
tivity. Chloromycetin  was  the  most  effective 
drug,  being  potent  on  9 of  the  12  organisms 
cultured.  This  included  three  of  the  four 
Pseudomonas  infections.  Colymycin  and 
polymyxin  B were  not  used  routinely  but  ap- 
peared effective  in  tests  on  three  of  the 
Pseudomonas  organisms.  Kanamycin  was  ef- 
fective on  seven,  Terramycin  and  streptomy- 
cin on  six,  novobiocin  and  neomycin  on  five, 
and  penicillin  and  Declomycin  on  four.  The 


drug  found  least  effective  was  plain  tetra- 
cycline. 

Antibiotics  were  used  on  all  patients  be- 
fore surgery  and  were  selected  on  the  basis 
of  sensitivity  studies  when  available.  How- 
ever, Chloromycetin  was  not  used  if  another 
drug  was  effective,  and  drugs  known  to  be 
ototoxic  were  not  used.  Chloromycetin  was 
used  routinely  in  the  irrigation  solution  at 
the  time  of  surgery  after  the  sensitivity 
trend  was  observed.  The  drug  of  choice  was 
used  for  seven  days  postoperatively. 


Table  1. — Summary  of  Cases. 

Hearing; 

Speech  Range  Av. 
In  Decibels 

/ Bone  Erosion  , Pre-  Post- 

Offending  Canal  Middle  Ear  Mastoid  operative  operative 


Case 

Age 

Sex 

Ear 

Organisms 

Wall 

C 

M 

I 

S 

C 

N-7 

LSC  Fossa 

Air 

Bone 

Air  Bone 

1 

10 

F 

L 

Aerobacter, 

Posterior- 

+ 

P 

T 

T 

+ 

+ 

Posterior 

70 

7 

Same 

9 

Streptococcus 

superior 

2 

12 

F 

L 

P.  aeruginosa 

Posterior- 

+ 

P 

T 

T 

+ 

Middle  + 

60 -h 

9 

Same 

9 

Coccus-Gr  + 

superior 

Posterior 

3 

16 

M 

R 

Staphylococcus 
Coagulase  — 

None 

32 

9 

15 

9 

4 

19 

F 

R 

Culture  lost 

None 

P 

48 

22 

35 

22 

5 

19 

M 

L 

P.  aeruginosa 

None 

+ 

P 

P 

T 

+ 

83 

9 

83 

9 

6 

22 

M 

L 

Proteus 

None 

+ 

P 

T 

T 

+ 

No 

No 

response 

response 

7 

32 

F 

L 

Staphylococcus 
Coagulase  — 

None 

+ 

P 

T 

+ 

Posterior 

45 

18 

45 

18 

8 

34 

M 

L 

No  growth 

None 

P 

51 

12 

30 

12 

9 

37 

F 

L 

P.  aeruginosa 

Posterior- 

+ 

T 

T 

T 

+ 

+ 

Middle  + 

72 

9 

Same 

9 

superior 

Posterior 

10 

41 

M 

R 

Staphylococcus 
Coagulase  — 

None 

17 

13 

17 

13 

11 

46 

F 

L 

P.  aeruginosa, 

None 

+ 

P 

T 

T 

+ 

+ 

55 

13 

55 

13 

Coliform 

12 

64 

F 

L 

No  culture 

None 

68 

40 

42 

40 

P= 

=Partial  erosion 

M — Malleus 

N-7i: 

= Facial  neiwe 

T= 

=Total  erosion 

I=Incus 

LSC: 

=Lateral  semicircular  canal 

C: 

= Cholesteatoma 

S=Stapes 

?=Not  obtained 
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MASTOID  DISEASE — Marmesh — continued 


In  the  treatment  of  bacterial  infections, 
factors  that  influence  their  growth  and  de- 
velopment of  resistance  should  be  considered. 
For  most  pathogens  the  optimal  conditions 
for  growth  are  temperature,  37  C.,  and  pH, 
7.2  to  7.6.®  The  human  host  provides  close 
approximates  of  these  two  important 
growth  factors,  plus  abundant  nutrient  ma- 
terials for  invading  bacteria.  Four  phases 
are  noted  in  the  growth  curve  of  bacteria 
in  culture  media:  the  lag,  logarithmic  or 
period  of  rapid  growth,  stationary  period, 
and  the  decline  (Fig.  1) . In  human  infections 


Log.  of  no. 
of  "bacteria 
per  ml. 


Fig.  1.  The  growth  curve  of  the  number  of  bacteria  per 
milliliter  of  culture  medium  is  plotted  on  a logarithmic 
scale  as  a function  of  time.  The  four  phases  of  growth 
are  represented:  a-b,  lag  phase;  b-c,  logarithmic  phase; 
c-d,  stationary  phase,  and  d-e,  period  of  decline. 

one  could  perhaps  correlate  the  clinical 
course  with  the  four  phases:  beginning 
symptoms,  increase  in  toxic  symptoms,  grad- 
ual improvement,  and  recovery.  Antibiotics 
are  most  beneficial  during  the  first  two 
phases  in  preventing  serious  damage.  There- 
fore, they  should  be  selected  properly  and 
given  in  adequate  amounts  to  prevent  the 
development  of  resistant  organisms  and 
chronic  infection — in  our  frame  of  reference, 
chronic  temporal  bone  disease. 

All  of  our  patients  were  treated  and  opera- 
ted on  in  1964  and  1965.  All  patients  had  a 
history  of  chronic  ear  drainage  ranging  from 
3 to  more  than  40  years  with  the  exception 
of  the  patient  in  case  3,  who  had  drainage 
for  about  six  months  before  surgery.  The 
disease  process  in  some  patients  began  be- 
fore the  era  of  antimicrobial  drugs;  some 
began  during  its  early  phases  and  some  in 
the  time  of  modern  drugs. 


A brief  survey  of  case  3 illustrates  some 
of  the  masking  effects  of  antibiotics. 

Case  Report 

Case  3. — The  patient,  a 12-year-old  "white  girl, 
had  a history  of  intermittent  drainage  from  the 
left  ear  for  three  or  more  years.  She  had  been 
treated  with  antibiotics  at  intervals.  A few  days 
before  admission,  considerable  postauricular  swell- 
ing, increased  drainage,  and  fever  of  unknown 
amount  developed.  On  admission  her  temperature 
was  100.6  F.,  her  left  auricle  protruded  out  and 
forward,  and  her  WBC  was  13,339.  The  patient 
was  alert  and  had  no  localizing  signs  suggesting 
meningeal  irritation.  Startling  pathological  find- 
ings at  surgery  were  as  follows:  There  was  a sub- 
periosteal abscess.  Periauricular  muscle  tissue  was 
swollen  and  exuded  pus.  The  major  portion  of  the 
posterior  canal  wall  was  eroded  away.  When  the 
mastoid  planum  was  opened,  pus  spurted  under 
pressure  4 to  5 mm.  in  height.  Cholesteatoma  was 
present  in  the  middle  ear  and  upper  portion  of  the 
mastoid  cavity.  The  malleus  was  partially  eroded; 
the  incus  and  stapes  were  absent.  A good  portion  of 
the  middle  and  posterior  fossae  bony  plate  had 
been  eroded.  Shaggy,  fibrous  tissue  adhered  to  the 
dura. 

Two  days  after  surgery  the  patient’s  temperature 
had  returned  to  normal.  The  remainder  of  the  re- 
covei’y  period  was  satisfactory. 

Less  Dramatic  Processes 

There  is  a more  common,  less  dramatic 
type  of  case  with  slow,  progressive  destruc- 
tion of  the  ossicular  chain  in  the  intermit- 
tently draining  ear  which  is  intermittently 
treated  with  antimicrobial  agents.  During 
each  exacerbation,  treatment  alleviates 
symptoms,  but  the  sound-conducting  mech- 
anism is  being  destroyed  and  hearing  is 
gradually  lost.  This  appears  to  be  the  most 
common  type  of  masking  menace  today.  With 
increased  awareness  of  this  situation  and 
adequate  medical  and  surgical  treatment,  the 
problem  should  be  greatly  diminished. 
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Facial  Paralysis  Caused  By 
Papilloma  in  Middle  Ear 

Possible  Result  of  Drainage  with  Plastic  Tube 


R.  G.  BRUCE,  M.D. 


This  patient's  paralysis  was  caused  by  pres- 
sure of  a squamous  papilloma  in  the  middle 
ear.  The  mass  may  have  developed  from  epi- 
thelium growing  down  through  the  perfora- 
tion along  a plastic  tube  used  for  therapeutic 
drainage  one  year  earlier.  Facial  function 
was  restored  by  removal  of  the  papilloma  and 
repair  of  the  perforation. 

r ^ SEROUS  OTITIS  MEDIA  is  fa- 

CASE  REPORTS  miliar  to  all  otolaryngologists.  Any 

■ obstruction  of  the  eustachian  tube 
persisting  for  several  hours  or 
days  will  be  followed  by  absorption  of  air 
from  the  middle  ear.  Nature  abhors  a vacu- 
um and  therefore  serum  transudes  the  vessel 
walls  of  the  tympanum  to  abolish  the  vacu- 
um. Drainage  is  often  provided  by  myring- 
otomy and  insertion  of  an  indwelling  plastic 
tube  which  remains  in  the  ear  for  varying 
periods  of  time. 

So  far  as  I have  determined,  my  case  is 
the  only  known  one  in  which  facial  paralysis 
may  have  stemmed  from  such  treatment. 

Case  Report 

Case  1. — The  patient  was  first  seen  on  Jan.  18, 
1965;  he  had  paralysis  of  the  right  side  of  the 
face.  The  referring  physician  said  that  no  abnormal- 
ities of  the  right  ear  were  detected  in  radiographic 
studies. 

The  patient  first  noticed  a burning  sensation  on 
the  right  side  of  his  tongue  on  Jan.  3.  The  next 
morning,  the  right  side  of  his  face  was  weak.  The 
weakness  progressed  until  the  patient  lost  all  con- 
trol of  the  right  half  of  his  face.  His  right  eye 
was  dry  and  uncomfortable.  He  had  not  noticed 
much  change  in  hearing  for  the  past  two  weeks,  but 


he  had  considerable  pain  behind,  and  directly  in, 
the  right  ear  for  the  previous  12  hours. 

Past  history  included  a tonsillectomy  one  year 
earlier  and  slight  hearing  loss  following  previous 
head  colds.  On  March  9,  1964,  an  otolaryngologist 
had  placed  a plastic  tube  through  the  right  ear 
drum  to  provide  drainage;  the  tube  was  removed 
seven  days  later.  The  patient  noticed  no  subsequent 
drainage,  but  his  hearing  did  improve.  His  eustach- 
ian tube  was  inflated  once  after  removal  of  the 
tube  and  he  was  dismissed  as  cured.  Since  then,  he 
only  had  “intermittent  plugging”  of  the  ear. 

Physical  examination  revealed  typical  lower  motor 
neurone  facial  paralysis  on  the  right  side,  loss  of 
taste  on  the  right  half  of  the  tongue,  and  chronic 
hyperplasia  of  nasal  mucosa.  The  left  tonsil  and 
about  half  of  the  right  tonsil  had  been  removed.  An 
audiogram  showed  hearing  loss  of  10  to  15  decibels 
in  both  ears.  The  left  drum  was  essentially  normal 
except  for  moderate  thickening.  The  right  drum 
appeared  normal  on  first  inspection  except  for  slight 
redness  along  the  upper  part  of  the  malleus.  Under 
magnification,  movement  of  the  drum  by  pneumatic 
otoscopy  revealed  a central  perforation  which  was 
4 mm.  in  diameter  when  the  drum  moved  inward, 
and  which  had  a soft  mass  protimding  through  it 
when  the  drum  moved  outward  during  the  negative 
pressure  phase.  This  mass  evenly  filled  the  perfora- 
tion at  atmospheric  pressure,  and  opened  the  per- 
foration when  pressure  was  increased  in  the  outer 
ear. 

The  most  striking  result  of  the  examination  was 
immediate  improvement  of  the  facial  paralysis 
after  the  pneumatic  massage. 

I had  never  seen  nor  read  of  such  a case.  The 
ball-valve  type  of  soft-tissue  mass,  absence  of  radio- 
graphic  findings,  and  immediate  improvement  of 
facial  paralysis  following  the  manipulation  were 
reasonable  evidence  that  the  middle  ear  was  filled 
by  a soft-tissue  mass  that  put  sufficient  pressure 
on  the  facial  nerve  to  interrupt  transmission  of 
impulses. 

On  Jan.  28,  surgical  exploration  was  perfonued. 
Examination  with  a Zeiss  operating  microscope  at 
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In  the  treatment  of  bacterial  infections, 
factors  that  influence  their  growth  and  de- 
velopment of  resistance  should  be  considered. 
For  most  pathogens  the  optimal  conditions 
for  growth  are  temperature,  37  C.,  and  pH, 
7.2  to  7.6.®  The  human  host  provides  close 
approximates  of  these  two  important 
growth  factors,  plus  abundant  nutrient  ma- 
terials for  invading  bacteria.  Four  phases 
are  noted  in  the  growth  curve  of  bacteria 
in  culture  media:  the  lag,  logarithmic  or 
period  of  rapid  growth,  stationary  period, 
and  the  decline  ( Fig.  1 ) . In  human  infections 


Log . of  no . 
of  bacteria 
per  ml. 


Fig.  1.  The  growth  curve  of  the  number  of  bacteria  per 
milliliter  of  culture  medium  is  plotted  on  a logarithmic 
scale  as  a function  of  time.  The  four  phases  of  growth 
are  represented;  a-b,  lag  phase;  b-c,  logarithmic  phase; 
c-d,  stationary  phase,  and  d-e,  period  of  decline. 

one  could  perhaps  correlate  the  clinical 
course  with  the  four  phases:  beginning 
symptoms,  increase  in  toxic  symptoms,  grad- 
ual improvement,  and  recovery.  Antibiotics 
are  most  beneficial  during  the  first  two 
phases  in  preventing  serious  damage.  There- 
fore, they  should  be  selected  properly  and 
given  in  adequate  amounts  to  prevent  the 
development  of  resistant  organisms  and 
chronic  infection — in  our  frame  of  reference, 
chronic  temporal  bone  disease. 

All  of  our  patients  were  treated  and  opera- 
ted on  in  1964  and  1965.  All  patients  had  a 
history  of  chronic  ear  drainage  ranging  from 
3 to  more  than  40  years  with  the  exception 
of  the  patient  in  case  3,  who  had  drainage 
for  about  six  months  before  surgery.  The 
disease  process  in  some  patients  began  be- 
fore the  era  of  antimicrobial  drugs;  some 
began  during  its  early  phases  and  some  in 
the  time  of  modern  drugs. 


A brief  survey  of  case  3 illustrates  some 
of  the  masking  effects  of  antibiotics. 

Case  Report 

Case  3. — The  patient,  a 12-year-old  white  girl, 
had  a history  of  intermittent  drainage  from  the 
left  ear  for  three  or  more  years.  She  had  been 
treated  with  antibiotics  at  intervals.  A few  days 
before  admission,  considerable  postauricular  swell- 
ing, increased  drainage,  and  fever  of  unknown 
amount  developed.  On  admission  her  temperature 
was  100.6  F.,  her  left  auricle  protruded  out  and 
forward,  and  her  WBC  was  13,339.  The  patient 
was  alert  and  had  no  localizing  signs  suggesting 
meningeal  irritation.  Startling  pathological  find- 
ings at  surgery  were  as  follows:  There  was  a sub- 
periosteal abscess.  Periauricular  muscle  tissue  was 
swollen  and  exuded  pus.  The  major  portion  of  the 
posterior  canal  wall  was  eroded  away.  When  the 
mastoid  planum  was  opened,  pus  spurted  under 
pressure  4 to  5 mm.  in  height.  Cholesteatoma  was 
present  in  the  middle  ear  and  upper  portion  of  the 
mastoid  cavity.  The  malleus  was  partially  eroded; 
the  incus  and  stapes  were  absent.  A good  portion  of 
the  middle  and  posterior  fossae  bony  plate  had 
been  eroded.  Shaggy,  fibrous  tissue  adhered  to  the 
dura. 

Two  days  after  surgery  the  patient’s  temperature 
had  returned  to  normal.  The  remainder  of  the  re- 
covery period  was  satisfactory. 

Less  Dramatic  Processes 

There  is  a more  common,  less  dramatic 
type  of  case  with  slow,  progressive  destruc- 
tion of  the  ossicular  chain  in  the  intermit- 
tently draining  ear  which  is  intermittently 
treated  with  antimicrobial  agents.  During 
each  exacerbation,  treatment  alleviates 
symptoms,  but  the  sound-conducting  mech- 
anism is  being  destroyed  and  hearing  is 
gradually  lost.  This  appears  to  be  the  most 
common  type  of  masking  menace  today.  With 
increased  awareness  of  this  situation  and 
adequate  medical  and  surgical  treatment,  the 
problem  should  be  greatly  diminished. 
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Facial  Paralysis  Caused  By 
Papilloma  in  Middle  Ear 

Possible  Result  of  Drainage  with  Plastic  Tube 


R.  G.  BRUCE,  M.D. 


This  patient's  paralysis  was  caused  by  pres- 
sure of  a squamous  papilloma  in  the  middle 
ear.  The  mass  may  have  developed  from  epi- 
thelium growing  down  through  the  perfora- 
tion along  a plastic  tube  used  for  therapeutic 
drainage  one  year  earlier.  Facial  function 
was  restored  by  removal  of  the  papilloma  and 
repair  of  the  perforation. 

r 1 SEROUS  OTITIS  MEDIA  is  fa- 

cAse  REPORTS  Hiiliar  to  all  otolaryngologists.  Any 

■ obstruction  of  the  eustachian  tube 
persisting  for  several  hours  or 
days  will  be  followed  by  absorption  of  air 
from  the  middle  ear.  Nature  abhors  a vacu- 
um and  therefore  serum  transudes  the  vessel 
walls  of  the  tympanum  to  abolish  the  vacu- 
um. Drainage  is  often  provided  by  myring- 
otomy and  insertion  of  an  indwelling  plastic 
tube  which  remains  in  the  ear  for  varying 
periods  of  time. 

So  far  as  I have  determined,  my  case  is 
the  only  known  one  in  which  facial  paralysis 
may  have  stemmed  from  such  treatment. 

Case  Report 

Case  1. — The  patient  was  first  seen  on  Jan.  18, 
1965;  he  had  paralysis  of  the  right  side  of  the 
face.  The  referring  physician  said  that  no  abnormal- 
ities of  the  right  ear  were  detected  in  radiographic 
studies. 

The  patient  first  noticed  a burning  sensation  on 
the  right  side  of  his  tongue  on  Jan.  3.  The  next 
morning,  the  right  side  of  his  face  was  weak.  The 
weakness  progressed  until  the  patient  lost  all  con- 
trol of  the  right  half  of  his  face.  His  right  eye 
was  dry  and  uncomfortable.  He  had  not  noticed 
much  change  in  hearing  for  the  past  two  weeks,  but 


he  had  considerable  pain  behind,  and  directly  in, 
the  right  ear  for  the  previous  12  hours. 

Past  history  included  a tonsillectomy  one  year 
earlier  and  slight  hearing  loss  following  previous 
head  colds.  On  March  9,  1964,  an  otolaryngologist 
had  placed  a plastic  tube  through  the  right  ear 
drum  to  provide  drainage;  the  tube  was  removed 
seven  days  later.  The  patient  noticed  no  subsequent 
drainage,  but  his  hearing  did  improve.  His  eustach- 
ian tube  was  inflated  once  after  removal  of  the 
tube  and  he  was  dismissed  as  cured.  Since  then,  he 
only  had  “intermittent  plugging”  of  the  ear. 

Physical  examination  revealed  typical  lower  motor 
neurone  facial  paralysis  on  the  right  side,  loss  of 
taste  on  the  right  half  of  the  tongue,  and  chronic 
hyperplasia  of  nasal  mucosa.  The  left  tonsil  and 
about  half  of  the  right  tonsil  had  been  removed.  An 
audiogram  showed  hearing  loss  of  10  to  15  decibels 
in  both  ears.  The  left  drum  was  essentially  normal 
except  for  moderate  thickening.  The  right  drum 
appeared  normal  on  first  inspection  except  for  slight 
redness  along  the  upper  part  of  the  malleus.  Under 
magnification,  movement  of  the  drum  by  pneumatic 
otoscopy  revealed  a central  perforation  which  was 
4 mm.  in  diameter  when  the  drum  moved  inward, 
and  which  had  a soft  mass  protniding  through  it 
when  the  drum  moved  outward  during  the  negative 
pressure  phase.  This  mass  evenly  filled  the  perfora- 
tion at  atmospheric  pressure,  and  opened  the  per- 
foration when  pressui’e  was  increased  in  the  outer 
ear. 

The  most  striking  result  of  the  examination  was 
immediate  improvement  of  the  facial  paralysis 
after  the  pneumatic  massage. 

I had  never  seen  nor  read  of  such  a case.  The 
ball-valve  type  of  soft-tissue  mass,  absence  of  radio- 
graphic  findings,  and  immediate  improvement  of 
facial  paralysis  following  the  manipulation  were 
reasonable  evidence  that  the  middle  ear  was  filled 
by  a soft-tissue  mass  that  put  sufficient  pressure 
on  the  facial  nerve  to  interrupt  transmission  of 
impulses. 

On  Jan.  28,  sui'gical  exploration  was  perfonned. 
Examination  with  a Zeiss  operating  microscope  at 
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6X,  lOX,  and  16X  confirmed  that  a soft  epithelial 
mass  filled  the  middle  ear.  Much,  but  not  all,  of 
the  mass  was  sucked  out  through  the  4 mm.  central 
perforation,  and  with  ear  cup  forceps,  the  mass 
was  removed  in  toto.  The  mucosa  on  the  promon- 
torium  looked  healthy.  After  all  loose  tissue  was 
removed,  Gelfoam  was  pushed  through  the  perfora- 
tion into  the  middle  ear.  As  it  swelled,  it  pushed 
the  edges  of  the  perforation  outward.  The  outer 
surface  of  the  drum  was  covered  with  surgical  silk 
and  a Gelfoam  pack,  stabilized  with  cotton  packing 
in  the  external  canal. 


The  tissue  from  the  middle  ear  was  a squamous 
papilloma.  On  direct  questioning,  the  pathologist 
said  that  the  tissue  was  from  the  epithelium  of  the 
drum,  and  could  easily  have  grown  down  around 
a drain  tube.  The  postoperative  course  was  un- 
eventful; the  facial  function  was  about  90  percent 
recovered  in  a week.  The  packing  was  gradually 
removed  over  a period  of  three  weeks.  The  drum 
perforation  was  closed  by  a thin  layer  of  tissue. 
After  inflation  of  the  eustachian  tube,  the  patient’s 
hearing  was  slightly  improved  over  the  preopera- 
tive level. 

^ Dr.  Bruce,  210  Medical  Arts  Building,  Dallas 
75201. 


Plastics  in  Medicine  Can  Be  Dangerous 

A plea  for  improved  safety  standards  governing  the  manu- 
facture of  plastics  used  in  pharmacy  and  medicine  has  gone  out 
to  scientists. 

Making  the  plea  was  John  Autian,  Ph.D.,  professor  of  pharmacy 
and  director  of  Drug-Plastic  Research  and  Toxicology  Laboratories 
at  the  University  of  Texas;  he  will  be  a guest  speaker  at  TMA’s 
Annual  Session  in  April. 

Research  has  shown  that  plastic  devices  might  interact  with 
human  tissue  or  with  chemicals  in  the  blood  stream  to  induce  minor 
to  serious  consequences. 

One  danger  is  plastic  containers  used  to  store  medicines  and 
drugs,  or  plastic  tubes  like  those  used  for  blood  transfusions  or  intra- 
venous feeding. 

“Often  very  little  testing  is  done  on  a plastic  item  before  it 
is  placed  directly  or  indirectly  in  contact  with  a patient,”  Dr.  Autian 
declared. 

He  said  implants  of  pure  plastic  have  induced  cancer  in  labora- 
tory rats,  although  the  same  effect  has  not  as  yet  been  observed 
in  humans. 

He  cautioned  however  that  the  use  of  plastics  in  medicine  is 
new,  and  years  of  research  may  be  required  before  anyone  can  say 
they  are  noncarcinogenic  in  humans. 

Medicines,  drugs,  and  biological  materials  stored  in  plastic  con- 
tainers can  become  altered  by  absorption  of  material  from  the  out- 
side, or  through  chemical  reactions  between  the  plastic  container 
and  its  contents. 

A cooperative  effort  is  needed  between  industry,  the  health  pro- 
fessions, and  government  agencies  to  develop  suitable  standards  in 
the  manufacture  of  plastics  for  medicine  and  pharmacy. 
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Methocarbamol 
In  Management  of  Tetanus 


Morris  Lampert,  M.D.;  Jorge  Villarreal,  M.D.;  Victor  Lopez,  M.D.; 
Ricardo  Garcia,  M.D.;  Jose  Lozaro,  M.D.;  Josue  Teran,  M.D.; 
Korhut  Ahan,  M.D.;  and  F.  Rubin,  M.D. 


Attention  is  called  to  the  necessity  of  total 
management  of  the  patient  with  tetanus. 
Appropriate  and  adequate  skeletal  muscle 
relaxation  is  a valuable  part  of  this  program. 
In  11  consecutive  and  successfully  managed 
cases,  intravenous  methocarbamol  was  an 
effective  relaxant. 

[- ^ IMMUNIZATION  AGAINST  tet- 

cLiNicAL  MEDICINE  aHus  Is  Evailable  for  all  through 

■ one  means  or  another,  but  approxi- 
mately 450  cases  of  this  disease 
have  been  reported  in  the  United  States  each 
year  for  the  past  ten  years.  Annually  re- 
ported deaths  from  tetanus  average  60  per- 
cent of  this  number.  It  is  obvious  that  much 
room  for  improvement  remains  in  our  pro- 
phylactic and  in  our  therapeutic  practices 
against  this  infection.  Although  tetanus  is 
more  common  in  some  areas  of  the  country 
than  in  others,  and  is  more  common  among 
some  socioeconomic  groups,  the  disease  is  by 
no  means  limited  to  any  section  or  group. ^ 
Many  physicians  have  never  seen  a patient 
with  tetanus,  but  the  infectious  agent,  the 
pathology,  and  the  symptomatology  are  too 
well  known  academically  to  justify  repeti- 
tion. Certain  prognostic  criteria  may  be  help- 
ful to  the  physician,  such  as  the  duration  of 
the  incubation  period,  the  interval  between 
the  onset  of  trismus  and  the  appearance  of 
generalized  spasms,  the  age  of  the  patient, 
and  the  presence  of  other  disease.  Unfor- 
tunately, these  are  usually  of  little  comfort 
to  either  the  patient  or  the  physician,  since 
mortality  from  tetanus  can  and  does  occur 


among  individuals  in  whom  all  prognostic 
criteria  initially  may  appear  favorable. 

Tetanus  may  be  classified  for  prognostic 
purposes  also  according  to  the  severity  and 
effects  of  tetanic  spasms  on  the  respiratory 
function. 2 The  mild  case  presents  only  mus- 
cular hypertonicity.  The  case  of  moderate 
severity  presents  generalized  spasms,  but 
these  are  not  prolonged  or  frequent  and  do 
not  interfere  with  respiration  or  swallowing. 
In  the  severe  case,  spasms  involving  the 
chest  wall,  diaphragm,  larynx,  or  pharynx 
interfere  with  pulmonary  ventilation. 
Signs  of  impending  failure  of  vital  centers, 
including  circulatory  collapse,  respiratory 
failure,  hyperpyrexia,  ileus,  coma,  or  muscle 
flaccidity  indicate,  of  course,  an  extremely 
severe  case. 

There  are  two  situations  in  which  the 
physician  can  play  a positive  role  in  the 
control  of  tetanus:  in  encouraging  and  pro- 
viding adequate  prophylactic  immunization, 
and  in  the  actual  management  of  the  patient 
with  clinical  tetanus.  Only  the  latter  is  dis- 
cussed in  this  article. 

Management  of  Clinical  Disease 

Several  management  objectives  exist 
(1)  elimination  of  the  locus  of  infection  if 
possible,  (2)  neutralization  of  circulating 
toxin,  (3)  appropriate  sedation,  (4)  reduc- 
tion of  muscle  spasm,  (5)  maintenance  of 
airway,  (6)  prevention  and  treatment  of 
secondary  infection,  (7)  elimination  of  un- 
necessary stimulation,  (8)  attentive  sup- 
portive therapy  including  fluids,  nutrition. 
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Table  1. — Summary  of  11  Consecutive  Cases  of  Tetanus. 


Age,  Sex, 

Admission  Signs 

Case  Race 

and  Symptoms 

Drug  Treatment 

Hospital  Course 

62  yr. 

F 

W 


6 days 

M 

L 


41  yr. 

M 

L 


17  yr. 

M 

L 


6 days 

M 

L 


14  days 

F 

L 


Incubation  period  un- 
known. Trismus,  nuchal 
rigidity,  stiffness  of  ex- 
tremities, rigid  abdominal 
muscles,  hyperreflexia, 
convulsions,  laryngo- 
spasm. 


Irritability,  generalized 
spasms  on  mimimal 
stimulation,  trismus,  in- 
ability to  nurse,  purulent 
umbilical  discharge. 


Incubation  period  un- 
known. Unhealed  wound 
on  finger,  trismus,  nuchal 
rigidity,  shallow  respira- 
tion, abdominal  rigidity, 
stiffness  of  trunk,  opistho- 
tonos, hyperreflexia. 

Incubation  period,  5 days. 
Unhealed  wound  on  toe, 
severe  trismus,  nuchal 
rigidity,  rigidity  of  ab- 
dominal muscles  and  ex- 
tremities. 


Purulent  discharge  from 
umbilicus,  generalized 
spasms  with  cyanosis  on 
stimulation.  Refusal  of 
feeding,  fever,  trismus, 
stiff  neck,  rigid  abdomen. 


Generalized  spasms,  opis- 
thotonos, fever,  cyanosis, 
refusal  of  feedings,  stiff 
neck. 


Tetanus  antitoxin  (TAT)  60,000 
units  stat ; tracheostomy ; 
methocarbamol  3 gm.  intra- 
venous (IV)  stat;  methocar- 
bamol 9 gm.  IV  drip/24  hr.,  one 
day;  methocarbamol  12  gm.  IV 
drip/24  hr.,  3 days;  methocar- 
bamol 2 gm.  q.  4 h.  by  gastric 
tube,  30  days;  antibiotics  intra- 
muscular (IM) ; ACTH. 

TAT  20,000  units  IV  stat  and 
20,000  units  IM  stat;  trache- 
ostomy; penicillin  IM;  sodium 
phenobarbital  5 mg. /kg.  IM 
stat;  methocarbamol  15  mg. /kg. 
IV  stat;  sodium  phenobarbital 
4-10  mg. /kg.  IM  in  divided 
doses/24  hr.,  20  days;  chlorpro- 
mazine  0.5  mg./kg.  q.  8 h.  IV,  20 
days;  methocarbamol  15  mg./ 
kg.  IV  drip/24  hr.,  20  days; 
methocarbamol  80-100  mg.  IV  as 
needed. 


TAT  100,000  units  stat;  anti- 
biotics IM;  tracheostomy; 
sodium  phenobarbital  260  mg.  in 
divided  doses/24  hr.,  4 days; 
methocarbamol  1 gm.  IV  drip/ 
6 hr.,  5 days;  methocarbamol 
1 gm.  direct  IV  q.  6 h.,  4 days. 

TAT  200,000  units  IM,  24  hr.; 
tracheostomy ; penicillin  IM ; 
sodium  phenobarbital  130  mg. 
IM  q.i.d.,  19  days;  methocar- 
bamol 12  gm.  IV  drip/ 4 hr.; 
methocarbamol  12-14  gm.,  IV 
drip/24  hr.,  13  days;  metho- 
carbamol 2 gm.  orally  q.  4 h.,  19 
days;  methocarbamol  1-10  gm. 
IV  drip/24  hr.,  4 days;  metho- 
carbamol 1 gm.  orally  q.  4 h.,  14 
days. 

TAT  40,000  units  IV  stat; 
tracheostomy,  methocarbamol 
30  mg./lb.  IV  drip/24  hr.,  20 
days;  sodium  phenobarbital  IM 
20  days;  chlorpromazine  orally; 
penicillin  IM;  paraldehyde 
orally  2-3  times  daily,  15  days; 
streptomycin ; tetracycline. 


TAT  30,000  units  IM  and  20,000 
units  IV  stat,  repeated  in  24 
hr.;  methocarbamol,  275  mg.  IV 
drip/24  hr.,  5 days;  sodium 
pentobarbitol  4 mg.  IV  q.  6 h., 
5 days. 


Satisfactory.  Good  muscle 
relaxation  achieved.  Dis- 
charged, fully  recovered, 
after  31  days. 


Erratic.  Apnea  and  cyan- 
osis on  occasion  necessita- 
ted artificial  respiration. 
Good  relaxation  achieved 
from  direct  IV  metho- 
carbamol. Hard  pitting 
edema  over  abdomen  and 
thighs  from  the  8th  to 
14th  day,  etiology  un- 
known. Lobar  pneumonia 
developed  but  cleared  by 
14th  day.  Discharged  as 
fully  recovered  after  40 
days  hospitalization.  Fol- 
low-up revealed  normal  in- 
fant development  without 
residual  effects. 

Excellent  progress.  Dis- 
charged fully  recovered 
after  28  days. 


Good  progress,  no  compli- 
cations. Discharged  after 
33  days  hospitalization 
with  some  rigidity  of  the 
abdominal  and  back  mus- 
cles. Seen  3 weeks  later, 
fully  recovered. 


Apneic  spells  with  cyan- 
osis requiring  artificial 
respiration.  Developed 
pneumonia.  Prolonged, 
stormy  course  with  epi- 
sodes of  spasticity  early  in 
the  course  best  controlled 
by  the  addition  of  paralde- 
hyde. Somewhat  spastic 
when  discharged  after  48 
days. 

Good  progress.  Discharged 
fully  recovered  after  16 
days. 
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Age,  Sex, 
Case  Race 
7 5 yr. 

M 

L 


8 9 yr. 

F 
L 


9 3 yr. 

M 
W 


10  8 days 

F 
L 


11  4 yr. 

M 
L 


Admission  Signs 

and  Symptoms  Drug  Treatment  Hospital  Course 

Incubation  period  un- 
known. Muscular  stiff- 
ness, inability  to  walk. 


Drug  Treatment 


opisthotonos,  irritability, 
apprehension,  inability  to 
swallow,  fever,  draining 
furuncle  and  scar  on  foot. 

Incubation  period,  7 days. 
Difficulty  swallowing  and 
talking,  twitching  of 
mouth,  trismus,  fever,  dif- 
ficulty walking,  rigidity  of 
abdominal  muscles. 


Incubation  period,  10 
days.  Falling,  walking  on 
toes,  difficulty  chewing 
and  swallowing,  apprehen- 
sion, generalized  spasms 
with  any  stimulation, 
trismus,  stiff  neck,  hyper- 
reflexia. 


Difficulty  feeding,  con- 
traction of  extremities, 
trismus,  difficulty  breath- 
ing, generalized  spasticity, 
cyanosis,  spasms,  opistho- 
tonos. 


Incubation  period,  3 days. 
Severe  back  pain,  opistho- 
tonos, trismus,  inability  to 
eat  or  drink,  severe  mus- 
cle spasm,  fever,  abscess 
on  sole  of  foot. 


Tracheostomy ; sodium  pheno- 
barbital  5 mg./kg./24  hr.  IV 
drip,  10  days;  chlorpromazine 
1.5  mg./kg./24  hr.  IV  drip,  10 
days;  methocarbamol  35  mg./ 
kg./24  hr.  IV  drip  10  days; 
penicillin  IM ; methocarbamol  65 
mg./kg.  orally  q.  6 h.,  10  days. 

TAT  25,000  units  IM  and  25,000 
units  IV ; methocarbamol  350 
mg.  q.  12  h.  IV  drip,  5 days; 
chlorpromazine  2-4  mg.  q.  8 h., 

6 days;  sodium  phenobarbital  60 
mg.  q.  6 h.  IV,  5 days;  penicillin 
IM,  10  days;  methocarbamol  250 
mg.  orally  t.i.d.,  40  days. 

TAT  50,000  units  IV  and  50,000 
units  IM;  methocarbamol  150 
mg.  IV  stat  and  1 gm.  IV  drip/ 
24  hr.,  4 days;  sodium  pento- 
barbital 15  mg.  IV  q.  6 h.,  4 
days;  chlorpromazine  7 mg.  IV 
q.  8 h.,  4 days;  penicillin  IM; 
methocarbamol  750  mg.  q.  6 h. 
orally,  3 weeks;  pentobarbital 
orally,  10  days;  chlorpromazine 
orally,  3 weeks. 

Tracheostomy;  TAT  50,000 
units  IV  and  50,000  units  IM; 
penicillin  IM;  sodium  pheno- 
barbital IM;  methocarbamol  75 
mg./kg./24  hr.  IV  drip,  1 day; 
paraldehyde  IM,  2 days;  metho- 
carbamol 100  mg./kg./24  hr.  IV 
drip,  2 days;  paraldehyde  orally 
1 to  1.5  cc.  q.  6 h.;  methocar- 
bamol 125  mg./kg./24  hr.  IV 
drip,  2 days;  methocarbamol 
150  mg./kg./24  hr.  IV  drip,  9 
days. 

TAT  50,000  units  IV  and  50,000 
units  IM;  tracheostomy;  metho- 
carbamol 600  mg.  IV  drip,  1 
day;  penicillin  IM;  sodium 
phenobarbital  5 mg./kg./24  hr. 
in  divided  doses  IM,  metho- 
carbamol 100  mg./kg./24  hr.  as 
IV  drip,  1 day;  paraldehyde 
orally;  methocarbamol  1 gm.  IV 
direct  q.  6 h.,  3 days,  metho- 
carbamol 125  mg./kg. /24  hr.  as 
IV  drip,  12  days;  Alevaire,  2 
days;  methocarbamol,  125  mg./ 
kg.  q.  6 h.  orally,  2 days;  metho- 
carbamol 250  mg./kg.  q.  6 h. 
orally,  6 days. 


Slow,  steady  improvement. 
Discharged  fully  re- 
covered after  21  days. 


Uneventful  progress.  Dis- 
charged as  fully  recovered 
after  16  days. 


Good  progress.  Discharged 
on  11th  day  but  still  had 
spasm  in  lower  extrem- 
ities. Fully  recovered  3 
weeks  later. 


Edema  of  eyelids,  later 
generalized  edema, 
developed  pneumonia, 
stormy  course.  Discharged 
as  fully  recovered  after  42 
days. 


Apneic  episodes  requiring 
artificial  respiration.  Good 
relaxation  from  metho- 
carbamol directly  IV,  per- 
sisting 4-5  hr.  Developed 
atelectasis.  Intermittent 
positive  pressure  breath- 
ing machine  used.  Stormy 
course.  Discharged  with 
residual  spasticity  parti- 
cularly in  lower  extrem- 
ities after  49  days  hos- 
pitalization. Progressive- 
ly improved  on  physio- 
therapy. 


and  oxygen  if  needed,  and  (9)  meticulous 
nursing  care. 

While  other  features  of  the  total  manage- 
ment program  must  not  be  minimized,  one 
of  the  most  important  aspects  is  adequate 
and  efficient  skeletal  muscle  relaxation.® 


The  mechanisms  of  death  from  tetanus 
have  recently  been  reviewed  by  Laurence 
and  Webster.®  Death  may  ensue  from  ex- 
haustion, circulatory  failure,  asphyxia  due  to 
spasms  of  muscles  of  respiration  or  airway, 
or  direct  medullary  involvement.'  It  is  not 
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always  easy  to  determine  precisely  the  ex- 
tent to  which  effective  muscle  relaxation 
contributes  to  patient  survival. 

However,  there  is  no  question  that  a drug 
which  promptly  and  predictably  abolishes 
skeletal  muscle  spasm  of  tetanus  without 
depressing  the  respiratory  center  or  produc- 
ing undesirable  cortical  depression  or  peri- 
pheral paralysis  can  be  of  valuable  assistance 
in  the  management  of  patients  with  this 
disease.  No  ideal  agent  exists,®  but  our  ex- 
periences with  methocarbamol  indicate  that 
this  is  a useful  drug  which  deserves  routine 
consideration  in  the  management  of  tetanic 
spasm. 

In  a 15-month  period,  11  consecutive  pa- 
tients with  tetanus  were  seen  and  treated 
successfully.  Although  drugs  administered 
are  shown  in  Table  1,  it  must  be  stressed  that 
individualized  supportive  and  nursing  care 
and  continuous  attention  to  the  patient’s 
condition  constituted  the  management 
“watchword.” 

Four  of  these  patients  were  newborns,  and 
eight  were  nine  years  of  age  or  younger. 
None  had  ever  received  immunizations 
against  tetanus.  Although  three  of  the  new- 
borns developed  pneumonia  and  a four-year- 
old  patient  developed  atelectasis,  all  patients 
recovered.  The  cause  of  the  edema  noted  in 
two  newborns  is  unknown,  but  was  possibly 
related  to  overhydration;  urine  output  re- 
mained good  throughout  and  urinalyses  were 
normal. 

Methocarbamol  was  the  muscle  relaxant 
used  exclusively  in  this  series ; usually  pheno- 
barbital  or  chlorpromazine,  or  both,  were 
given  concomitantly  to  provide  sedation  and 
to  allay  apprehension.  Paraldehyde  was  also 
used  occasionally.  Methocarbamol  was 
most  frequently  diluted  in  an  intravenous 
drip,  although  recourse  was  made  to  direct 
administration  (usually  into  the  intravenous 
tubing)  whenever  needed  for  additional  con- 
trol of  muscle  spasms.  Efforts  were  made  to 
individualize  the  dosage  of  all  medication,  de- 
pending on  assessment  of  needs  of  the  mo- 
ment. 

Discussion 

Previous  reports  exist  on  the  specific  use 
of  methocarbamol  in  the  management  of  pa- 
tients with  tetanus  no  one  of  these,  how- 
ever, cites  more  than  three  patients.  It  is 
obvious  that  the  dose  of  the  drug  required  to 


achieve  adequate  and  desired  relaxation  must 
be  considerably  beyond  that  usually  recom- 
mended for  other  conditions.  The  seriousness 
of  tetanus  and  the  lack  of  toxicity  observed 
to  date  in  such  patients  justify  the  use  of 
doses  of  considerable  magnitude. 

The  manufacturer’s  recommendation  for 
injectable  methocarbamol  dosage  in  the  adult 
with  tetanus  calls  for  30  cc.  (3  gm.)  to  be 
given  intravenously  initially  (10-20  cc.  ad- 
ministered directly  into  the  vein  or  in  tubing 
with  the  remainder  given  diluted  in  an  intra- 
venous drip) ; dosage  to  be  repeated  every 
six  hours.  Thus,  the  total  daily  dose  for  a 
150-lb.  adult  would  be  80  mg.  per  lb.  Pro- 
portionate doses  according  to  weight  are  ad- 
vised for  children.  As  shown  in  Table  1,  the 
dosage  used  in  our  series  varies  considerably, 
depending  on  the  need  to  control  convulsions. 
We  seldom  hesitated  to  add  an  additional 
dose,  directly  into  the  vein  or  added  to  the 
drip,  if  needed  for  good  control,  or  to  de- 
crease dosage  if  lesser  amounts  appeared 
clinically  adequate. 

In  appropriate  amounts,  methocarbamol 
appears  to  abolish  tetanic  muscle  spasm 
without  depressing  the  respiratory  center 
and  without  other  untoward  effects.  Intra- 
venous methocarbamol  is  easily  administered 
over  the  necessary  periods  of  time,  either 
directly  into  the  vein,  injected  into  intra- 
venous tubing,  or  added  to  intravenous  fluids. 
The  preparation  can  be  given  intramus- 
cularly as  well,  but  this  adds  unnecessary 
patient  stimulation  and  nullifies  the  oppor- 
tunity to  titrate  the  dosage  to  the  patient’s 
current  needs.  In  adequate  dosage,  it  pro- 
vides prompt  and  effective  muscular  relaxa- 
tion, yet  avoids  the  hazards  of  drugs  which 
act  either  at  supraspinal  levels  or  at  myo- 
neural junctions.  Sedatives  (barbiturates, 
phenothiazines)  can  be  given  concomitantly 
in  dosage  designed  primarily  to  allay  anxiety 
and  apprehension.  Contrary  to  the  experi- 
ence with  earlier  propanediol  medications, 
the  incidence  of  phlebitis  is  low,  and  the 
muscle  relaxant  effect  is  of  greater  duration. 
As  the  patient  improves,  oral  methocarbamol 
may  be  gradually  substituted  for  the  intra- 
venous preparation,  given  as  crushed  tablets 
through  a Levin  tube  if  necessary,  in  daily 
dosage  amounting  to  twice  the  intravenous 
milligram  dosage. 

Methocarbamol  probably  acts  by  blocking 
the  depressing  action  exerted  by  the  tetanus 
toxin  on  the  inhibitory  mechanism  of  poly- 
synaptic reflex  arcs.^®  It  prevents  tetanic 
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spasm  by  restoring  the  normal  inhibition  of 
constant  impulses  to  skeletal  muscles.^® 

Although  a series  of  11  patients  is  indeed 
small,  it  is  nevertheless  heartening  that  all 
patients  in  this  series  recovered.  Admittedly, 
there  are  instances  in  which  patients  with 
tetanus  will  recover  without  any  treatment 
whatsoever;  however,  every  case  of  tetanus 
must  be  considered  as  an  emergency  and 
as  a potential  fatality.  Certainly,  for  various 
reasons,  not  all  patients  with  tetanus  can 
be  saved  with  presently  available  techniques 
and  medication.  It  must  be  stressed  also  that 
no  single  therapeutic  agent  or  procedure  can 
receive  complete  credit  when  a patient  re- 
covers. Management  of  the  total  patient, 
including  anticipatory  observation  and  nurs- 
ing care,  is  of  utmost  importance. 

COMMENT 

This  article  rightly  emphasizes  that  meticulous 
overall  care  is  necessary  for  the  successful  manage- 
ment of  tetanus.  The  success  achieved  in  this  series 
of  11  cases  is  a measure  of  scrupulous,  constant  at- 
tention to  each  patient. 

Control  of  spasm  in  tetanus  is  absolutely  neces- 
sary to  avoid  asphyxial  episodes  and  physical  ex- 
haustion. Depolarizing  and  non-depolarizing  muscle 
relaxants,  barbiturates,  and  other  drugs  which 
depress  the  central  nervous  system  or  the  motor 
end  plate  have  been  reported  of  value,  but  overall 
mortality  seems  little  affected.  If  methocarbamol 
is  truly  an  agent  which  interrupts  the  reflex  arc 
at  the  intemuncial  neuron,  it  would  seem  that  the 
drug  is  a step  in  the  right  direction  in  the  manage- 
ment of  the  muscular  spasms  of  tetanus.  The 
authors  have  rightly  stated  that  no  one  agent 
can  be  responsible  for  success.  It  should  be  re- 
emphasized that  their  patients  have  apparently 


received  excellent  medical  management,  and  that 
others  should  not  try  to  duplicate  their  good  results 
merely  by  changing  drugs  and  ignoring  other  as- 
pects of  treatment. 

— Leo  S.  M.  Duflot,  M.D.,  Galveston. 
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American  Children  Lack  Vaccination  Protection 

A survey  in  1963  showed  that  60  percent  of  American  children 
one  to  four  years  old  had  not  completed  standard  diphtheria,  whoop- 
ing cough,  and  tetanus  immunization ; 40  percent  had  not  been  vacci- 
nated against  smallpox,  and  32  percent  had  not  been  immunized  ade- 
quately against  polio. — Pharmaceutical  Manufacturers  Association. 
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Clinicopathologic  Conference 
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A farmer  was  treated  for  influenza;  later, 
cutaneous  sporotrichosis  developed  but  im- 
proved somewhat  with  medication.  Sub- 
sequently, other  nodules  developed  and 
respiratory  illness  recurred.  The  patient  died 
before  culture  studies  could  be  completed. 

I ) APPROXIMATELY  18  months 

CPC  prior  to  observation  at  the  Scott 

■ and  White  Clinic,  a 37-year-old 
farmer  and  stockman  from  Okla- 
homa and  Kansas  was  treated  for  influenza. 
The  back  of  his  left  wrist  began  to 
swell  soon  after  this  illness.  An  excisional 
biopsy  was  performed  after  several  injec- 
tions of  hydrocortisone  and  withdrawal  of 
cloudy  yellow  fluid  from  the  wrist.  Stained 
sections  of  tissue  showed  a granulomatous 
lesion  with  foreign  body  giant  cells.  Micro- 
organisms were  not  seen.  Cultures  for  fungi 
and  bacteria,  including  Mycobacterium  tu- 
berculosis, were  negative. 

When  seen  at  this  clinic,  the  patient  had 
a satellite  nodule  on  the  midportion  of  the 
ulnar  border  of  his  left  forearm.  Other  nod- 
ules were  not  present.  He  was  unable  to  make 
a fist  because  the  finger  extensor  tendons 
were  adherent  in  the  area  of  the  draining 
sinus.  The  values  for  blood  glucose,  sedi- 
mentation rate,  and  urinalysis,  and  roent- 
genograms of  the  chest  and  the  hand  were  all 

This  is  the  fifth  in  a series  of  clinicopathologic 
conferences  from  Scott  and  White  Clinic,  Temple. 
Serving  as  guest  editor  is  Dr.  James  C.  Stinson, 
Department  of  Surgical  Pathology  and  Pathologic 
Anatomy.  Other  participants  are  Dr.  George  P. 
Bain,  Department  of  Internal  Medicine;  Dr.  Howard 
R.  Stewart,  resident  in  Radiology  and  Radioactive 
Isotopes;  Dr.  Donald  E.  Pisar,  Department  of  Or- 
thopedic Surgery;  Dr.  J.  J.  Christian,  Department 
of  Internal  Medicine,  Section  on  Medical  Diseases 
of  the  Chest,  and  Varley  F.  Young,  D.V.M. , micro- 
biologist, Department  of  Clinical  Pathology. 


normal.  Skin  tests  were  negative  for  Coc- 
cidioides  immitis,  Mycobacterium  tubercu- 
losis, and  Histoplasma  capsulatum.  Cultures 
grew  Sporotrichum  schenckii. 

The  patient  was  treated  with  increasing 
doses  of  a saturated  solution  of  potassium 
iodide.  Doses  of  40  drops,  three  times  daily, 
were  tolerated  for  about  two  months.  The 
area  of  the  back  of  his  wrist  had  almost 
healed  when  he  developed  severe  gastroin- 
testinal symptoms.  The  medication  was  dis- 
continued. Without  medication,  however, 
other  nodules  began  to  form  around  his 
elbow.  When  potassium  iodide  medication 
was  resumed,  he  could  tolerate  only  30  drops, 
three  times  daily. 

One  month  before  readmission,  he  had 
worked  on  a tank  containing  a chemical  for 
spraying  weeds  on  his  farm.  For  a week,  he 
had  breathed  the  noxious  fumes  from  the 
tank.  Shortness  of  breath  and  expectoration 
of  whitish  sputum  occurred.  A roentgeno- 
gram of  the  chest  indicated  pneumonia.  With 
antibiotic  therapy,  his  condition  improved; 
but  a week  later,  he  became  dyspneic.  His 
temperature  was  104  F.  (39.4  C.) , white  blood 
cell  count  (WBC)  20,000  per  cu.  mm.,  and 
sedimentation  rate,  106  mm.  per  hour.  He 
was  placed  in  an  oxygen  tent  and  was  given 
chloramphenicol.  When  his  condition  im- 
proved sufficiently,  he  was  transferred  here. 

At  the  time  of  his  second  admission,  his 
temperature  was  99  F.  (37.2  C.) . Any  form  of 
activity  made  him  dyspneic.  Blood  pressure 
was  120  mm.  of  mercuiy,  systolic,  and  70 
mm.  of  mercury,  diastolic.  His  heart  tones 
were  normal.  His  chest  was  without  areas  of 
dullness  and  expansion  was  good.  The  breath 
sounds  were  surprisingly  clear.  Rales  or 
rhonchi  were  not  heard  over  either  lung 
field.  His  liver  was  three  fingerbreaths  be- 
low the  right  costal  margin.  The  i)reviously 
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drained  area  over  the  back  of  his  hand  had 
completely  healed,  but  he  had  some  large 
rubbery  nodules  (2  by  2 cm.)  around  his  el- 
bow. The  range  of  elbow  motion  was  normal 
and  axillary  nodes  were  not  present. 

Pulmonary  function  studies  showed  a re- 
strictive ventilatoiy  defect  suggestive  of  in- 
creased recoil  of  the  lung  pleura  or  chest 
wall  as  seen  in  interstitial  fibrosis.  His  sedi- 
mentation rate  was  53  mm.  in  one  hour 
(Westergren) , and  WBC  was  5,700  per  cu. 
mm.  with  69  percent  neutrophils,  25  percent 
lymphocytes,  2 percent  monocytes,  2 percent 
basophils,  and  2 percent  eosinophils.  His 
hemoglobin  was  15  gm.  per  100  ml.,  serum 
albumin  2.3  gm.  per  100  ml.,  and  serum 
globulins  3.6  gm.  per  100  ml. 

The  values  for  urinalysis  were  normal.  A 
roentgenogram  of  the  chest  showed  large 
patchy  areas  of  infiltration  in  the  middle 
and  lower  lobes  of  both  lungs. 

Repeated  skin  tests  for  Histoplasma  cap- 
sulatum,  Coccidioides  immitis,  and  Mycobac- 
terium tuberculosis  were  negative.  Sputum 
cultures  did  not  show  fungi  or  acid-fast 
bacilli.  Cultures  of  sputum  revealed  alpha 
and  gamma  streptococci  which  were  sensi- 
tive to  all  antibiotic  agents  except  strepto- 
mycin and  neomycin.  The  patient  was  taking 
potassium  iodide,  which  was  continued  while 
he  was  hospitalized. 

The  patient  returned  home  and  got  along 
well  for  about  one  week,  then  high  fever  and 
extreme  dyspnea  recurred.  He  was  placed 
in  an  oxygen  tent,  but  he  died  the  following 
day. 

Differential  Diagnosis 

DR.  GEORGE  P.  BAIN : The  fact  that  the 
patient  was  a 37-year-old  farmer  and  stock- 
man  may  have  influenced  his  condition.  His 
illness  began  with  “flu”,  and  later,  the  back 
of  his  left  wrist  began  to  swell.  When  the 
wrist  lesion  did  not  heal  with  antibiotic 
therapy,  it  was  drained.  Biopsy  showed  a 
granulomatous  lesion  with  foreign  body 
giant  cells.  Was  there  evidence  of  any 
caseation  ? 

DR.  JAMES  C.  STINSON : No. 

DR.  BAIN : The  man  had  regional  adeno- 
pathy from  the  lesion  on  his  wrist.  The 
initial  clinical  investigation  did  not  provide 
definitive  information.  Coccidioidin,  tuber- 
culin, and  histoplasmin  tests  were  negative 


on  two  occasions.  Finally,  Sporotrichum 
schenckii  was  found,  and  sporotrichosis  was 
established.  Sporotrichosis  is  a world-wide 
disease  which  affects  laborers,  farmers,  and 
florists.  Usually,  the  infection  begins  with 
traumatic  implantation  of  the  fungus  into 
the  skin.  This  patient  was  a farmer,  and 
could  have  had  a scratch  on  his  hand  or  some 
injury  which  initiated  his  infection. 

Sporotrichosis  may  begin  in  the  skin, 
lungs,  or  gastrointestinal  tract.  There  are 
two  forms  of  the  disease.  The  cutaneous 
lymphatic  form  is  localized  at  the  point  of 
entry.  Usually,  there  is  a secondary  regional 
adenopathy.  The  disseminated  form  may  ap- 
pear as  a secondary  phase  of  the  localized 
disease.  A direct  extension  or  a hematogen- 
ous spread  of  the  fungus  may  involve  any 
part  of  the  body.  Diagnosis  depends  upon 
identification  and  isolation  of  the  organism 
in  the  laboratory.  Agglutination  and  comple- 
ment fixation  tests  may  be  helpful.  Did  this 
man  have  such  tests?  Was  a sample  of  blood 
sent  to  the  State  Department  of  Health  lab- 
oratory to  confirm  the  diagnosis? 

DR.  STINSON:  No. 

DR.  BAIN : The  state  laboratory  will 
gladly  run  complement  fixation  and  other 
appropriate  tests  on  patients  with  obscure 
diseases.  In  this  type  of  case,  we  frequently 
send  samples  of  blood  to  the  state  laboratory 
if  the  organism  cannot  be  found.  Of  course, 
in  this  instance,  additional  testing  probably 
was  unnecessary.  In  sporotrichosis,  iodide 
therapy  is  the  choice  treatment.  The  fact 
that  the  patient  responded  to  treatment  with 
a solution  of  potassium  iodide  and  that  the 
disease  flared  up  when  the  treatment  was 
discontinued  further  confirmed  the  diagnosis 
of  sporotrichosis.  Potassium  iodide  is  ef- 
fective in  localized  sporotrichosis,  but  it  is 
less  effective  in  the  disseminated  type.  Will 
the  radiologist  please  make  a few  comments 
about  the  roentgenograms  of  the  chest? 

DR.  HOWARD  R.  STEWART:  Three 
roentgenograms  of  the  chest  are  available. 
On  April  20,  1964,  the  chest  was  normal 
(Fig.  1).  A roentgenogram  made  on  Jan.  25, 
1965,  (Fig.  2)  shows  soft,  patchy  densities 
involving  the  middle  and  lower  lobes  of  the 
lungs.  These  consolidations  appear  to  radiate 
from  the  hili.  Both  apices  and  costophrenic 
angles  are  spared.  The  last  roentgenogram 
(Fig.  3)  was  made  four  days  later,  and  the 
condition  was  unchanged.  Pulmonary  edema 
has  this  radiographic  appearance,  and  the 
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pattern  may  be  seen  in  several  other  con- 
ditions such  as  acute  coronary  occlusion, 
acute  congestive  failure,  and  acute  renal 
failure  following  inhalation  or  ingestion  of 
chemicals,  especially  hydrocarbons.  Also, 
some  poisons  will  cause  this  kind  of  reaction. 
Atypical  pneumonia  and  acute  granuloma- 
tous diseases  would  have  to  be  considered  in 
the  differential  diagnosis,  but  symmetrical 
distribution  of  the  consolidations  on  the 
roentgenograms  would  be  unusual.  Brief 
consideration  would  have  to  be  given  to  pri- 


Figs.  1-3. 

mary  malignant  lesions  of  the  lungs  and  to 
metastases.  Again,  such  a symmetrical  pat- 
tern would  be  rather  unusual  and  one  would 
not  expect  to  see  the  apices  spared. 

DR.  BAIN : If  the  patient  had  pulmonary 
edema,  would  you  expect  the  costophrenic 
angles  to  be  as  clear  as  they  are  on  these 
roentgenograms  ? 

DR.  STEWART:  Yes,  when  pulmonary 
edema  is  acute  in  onset,  the  costophrenic 
angles  usually  are  spared. 

DR.  BAIN : We  know  that  the  patient 
has  sporotrichosis  on  his  left  upper  extrem- 
ity. The  next  problem  is,  what  does  he  have 
in  his  lungs?  Is  it  the  same  disease,  or  is  it 
another  condition? 

In  differential  diagnosis,  acute  bacterial 
pneumonias,  malignant  lesions,  and  some 
special  diseases  of  the  chest  related  to  his 
occupation  as  a farmer  must  be  considered. 
Also,  he  had  been  exposed  to  some  chemicals 
used  for  spraying  weeds.  First  on  the  list 
of  possible  diseases  would  be  tuberculosis. 
Following  the  administration  of  iodide  com- 
pounds, a tuberculous  lesion  could  be  re- 
activated. However,  the  protocol  does  not 
substantiate  this  diagnosis. 

The  patient  might  have  some  fungal  in- 
fection such  as  histoplasmosis  iu  addition 
to  the  sporotrichosis.  Persons  who  inhale 
dust  from  chicken  houses  or  dust  contami- 
nated by  bird  or  bat  feces  could  possibly 
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develop  histoplasmosis  from  massive  inhala- 
tion of  Histoplasma  capsulatum.  Other 
fungal  infections  of  the  lung  should  be  con- 
sidered. Granulomas  of  unknown  etiology, 
such  as  sarcoidosis,  must  be  excluded. 

Two  other  diseases  might  be  considered. 
The  first  is  silo  filler’s  disease  caused  by  in- 
halation of  nitrogen  dioxide.  Persons  who 
work  around  a silo  or  use  nitrogen  dioxide 
may  develop  this  disease.  Bronchiolitis  pro- 
duces granulomatous  inflammation  in  the 
lumen  of  the  bronchioles  and  pulmonary 
edema  ensues.  The  disease  usually  is  pro- 
gressive and  fatal.  The  other  possibility  is 
farmer’s  lung  disease,  a condition  of  un- 
known etiology  which  develops  in  persons 
exposed  to  dust  of  vegetable  origin.  The  con- 
dition was  first  attributed  to  an  infection 
produced  by  inhaling  dust  contaminated  with 
a fungus  or  to  an  allergic  reaction  to  vege- 
table dust.  Diffuse  bronchopneumonia  asso- 
ciated with  some  inflammatory  granuloma- 
tous type  of  lesion  develops  in  the  lungs. 

This  patient  did  have  sporotrichosis.  How- 
ever, another  infectious  process  probably 
caused  his  lung  disease.  In  the  final  analysis, 
the  diagnosis  would  depend  upon  isolating 
and  identifying  the  involved  bacterium  or 
fungus.  I think  that  this  man’s  occupation 
probably  had  something  to  do  with  the 
fungal  infection  of  his  wrist  and  his  pul- 
monary disease. 

Clinical  Discussion 

DR.  DONALD  E.  PISAR:  I saw  this  man 
at  his  first  admission.  He  had  a chronic, 
draining  sinus  on  his  left  wrist  and  a nodule 
in  the  upper  forearm.  The  nodule  was  biop- 
sied,  and  the  culture  medium  grew  Sporotri- 
chum  schenckii. 

The  subsequent  nodules  formed  around 
his  elbow  after  he  developed  intolerance  to 
the  potassium  iodide.  These  nodules  were 
firm,  nontender,  and  movable,  and  did  not 
interfere  with  the  use  of  his  forearm  or 
hand. 

During  the  initial  phase  of  the  patient’s 
respiratory  infection,  his  physician  con- 
sidered him  too  ill  to  be  transferred  to  Scott 
and  White  Clinic.  When  we  saw  him,  talking 
made  him  dyspneic,  even  though  he  was 
comfortable  while  lying  down. 

Apparently,  he  was  well  enough  to  return 
home  after  his  second  dismissal.  Then,  the 
acute  respiratory  symptoms  recurred.  He 
had  high  fever  and  extreme  dyspnea,  and 


died  suddenly.  A postmortem  examination 
was  performed,  and  tissues  were  sent  to  us. 

DR.  J.  J.  CHRISTIAN : One  thing  I think 
important  was  that  the  patient  got  along 
reasonably  well  until  the  middle  of  Decem- 
ber, when  he  contracted  an  acute  respiratory 
illness.  This  was  the  episode  to  which  Dr. 
Pisar  referred.  The  patient  was  quite  ill 
for  several  days  and  his  physician  thought  he 
was  not  going  to  live.  When  the  patient  came 
here,  he  told  an  additional  story  that  I think 
is  significant,  although  somewhat  confusing. 
About  two  or  three  weeks  before  his  first 
respiratory  illness,  he  had  been  exposed  to 
and  inhaled  some  toxins  in  the  form  of  weed 
poison.  For  about  a week,  he  had  worked 
daily  in  a storage  tank  used  for  the  poison. 
An  irritative,  nonproductive  cough  persisted 
a week  before  fever  developed.  He  was 
slightly  ill  for  about  one  week.  During  this 
time  he  received  penicillin  and  other  anti- 
biotic drugs  for  an  influenza-like  syndrome. 
Then,  he  became  dyspneic  and  severely  ill. 
He  had  a productive  cough,  high  fever,  high 
sedimentation  rate,  and  leukocytosis.  Sub- 
sequently, he  entered  a hospital  in  Kansas. 
Following  that  illness,  he  came  to  Scott  and 
White  Clinic  in  January.  He  was  dyspneic, 
yes,  but  not  acutely  ill.  Roentgenograms  of 
the  chest,  pulmonary  function  and  skin  tests, 
sputum  cultures,  smears,  and  other  investi- 
gative procedures  were  repeated.  Unfor- 
tunately, the  processes  for  growing  bacteria 
and  fungi  are  rather  slow.  This  man  said 
he  could  not  remain  in  the  hospital  for  the 
two  to  three  weeks  required  for  the  cultures 
to  grow  microorganisms.  Hence,  he  returned 
home  to  await  the  reports.  In  the  meantime, 
he  was  instructed  to  continue  the  potassium 
iodide  therapy. 

On  the  11th  day,  growth  began  on  the  cul- 
ture media,  and  about  the  13th  or  14th  day, 
we  received  word  that  the  man  was  in  a 
Kansas  hospital  and  was  moribund.  Within 
24  hours,  we  learned  that  he  had  died.  On 
that  day.  Dr.  Young  made  the  diagnosis  from 
the  cultures  in  our  laboratory. 

We  do  not  want  to  jump  from  a diagnosis 
of  sporotrichosis  of  cutaneous  type  and  leave 
out  the  possibility  that  inhalation  contribu- 
ted to  the  patient’s  pulmonary  disease.  Fol- 
lowing exposure  to  noxious  fumes  for  a week, 
the  patient  developed  his  first  pulmonary 
symptoms  which  increased  in  severity. 

In  reviewing  this  case,  one  might  question 
why  the  patient  was  allowed  to  go  home.  He 
was  not  exceedingly  ill.  While  in  the  hospital. 
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his  chest  was  surprisingly  clear  and  nothing 
abnormal  could  be  heard  on  auscultation. 
Except  for  the  dyspnea,  he  was  not  too  un- 
comfortable; with  slight  difficulty,  he  was 
walking  around.  At  his  insistence,  he  went 
home  to  await  the  results  of  the  cultures. 

QUESTION : Can  pulmonary  edema  be 
seen  on  a roentgenogram? 

DR.  STEWART : Yes,  for  example,  Bar- 
den^ has  reproduced  roentgenograms  from 
patients  with  conditions  producing  the  var- 
ious mechanisms  leading  to  pulmonary 
edema,  and  Hinshaw  and  Garland^  use  roent- 
genograms to  illustrate  their  discussion  of 
pulmonary  congestion  and  edema. 

Pathologic  Findings 

DR.  STINSON : We  were  able  to  study 
fresh  as  well  as  preserved  postmortem  ma- 
terial. Every  section  showed  microorganisms 
throughout  the  lungs.  The  bronchi  were  full 
of  little  mucoid  plugs  and  inflammatory  cells. 
The  alveolar  spaces  were  packed  with  macro- 
phages. The  infection  was  not  acute  be- 
cause the  lymphocytes  outnumbered  the  poly- 
morphonuclear leukocytes.  The  involvement 
was  almost  a fibrosing  process ; if  it  had  con- 
tinued, the  patient  would  have  developed 
organized  pneumonia. 

I do  not  believe  that  a fungus  disease  can 
be  definitely  diagnosed  histologically  because 
the  microorganisms  are  different  during  the 
various  stages  of  development.  We  signed 
our  report  as : lung  tissue  containing  micro- 
organisms suggestive  of  Histoplasma  cdpsu- 
latum. 

DR.  VARLE Y F.  YOUNG : In  the  clinical 
laboratory,  three  specimens  were  studied. 
Two  sputum  samples  were  obtained  while  the 
patient  was  in  the  hospital,  and  we  received 
the  section  of  the  lung  following  the  post- 
mortem examination.  From  all  three  speci- 
mens, Histoplasma  capsulatum  was  cultured. 

Several  aspects  of  this  case  have  confused 
me.  The  man  had  been  working  on  a tank 
containing  a chemical  for  spraying  crops. 
Did  we  ever  find  out  what  was  in  the  tank  ? 

DR.  PISAR:  The  referring  physician 
stated  that  most  of  the  crops  in  that  area 
are  sprayed  with  an  aqueous  insecticide  solu- 
tion, and  less  frequently,  a powder  mixed 
with  a hydrocarbon  is  used.  The  type  used  by 
the  patient  was  never  identified. 

DR.  YOUNG:  I considered  the  material 
producing  the  noxious  fumes  especially  sig- 


nificant because  the  sputum  smears  con- 
tained a refractive,  double-walled  structure 
which  resembled  a budding  body — possibly 
oil  droplets.  When  we  could  not  identify  the 
structures,  we  had  to  wait  to  see  if  anything 
similar  could  be  grown. 

Another  confusing  point  concerned  the 
negative  response  from  the  two  widely  sepa- 
rated skin  tests  for  Histoplasma  capsulatum, 
Coccidioides  immitus,  and  Mycobacterium  tu- 
berculosis. When  the  patient  was  last  here, 
I looked  at  his  arm  myself.  There  was  ab- 
solutely no  reaction  to  the  histoplasmin. 
Although  a reaction  did  not  occur,  Histo- 
plasma capsulatum  apparently  was  present 
because  sputum  specimens  obtained  at  this 
time  produced  the  microorganism.  Growth 
began  on  our  culture  mediums  after  11  or  12 
days,  but  the  fungus  could  not  be  identified 
at  this  early  stage.  A false-negative  test 
could  be  expected  in  an  early  infection,  or, 
when  the  infection  is  generalized,  a hypo- 
sensitive  state  may  have  developed. 

Histoplasma  capsulatum  begins  as  a fluffy, 
white  fungal  colony  which  resembles  many 
others.  One  way  to  identify  this  microorgan- 
ism is  to  differentiate  it  from  saprophytic 
molds.  Histoplasma  capsulatum  is  a diphasic 
organism.  Yeast  can  be  produced  by  putting 
the  organism  on  a rich  culture  medium,  then 
sealing  and  incubating  the  test  tube  at  37  C. 
The  mycelian  phase  will  develop  on  Sabou- 
raud  dextrose  agar  at  25  C.  It  is  the  only 
pathogenic  organism  that  produces  tuber- 
culate  chlamydospores  (Fig.  4).  Histoplasma 
capsulatum  also  can  be  identified  by  inocula- 
ting laboratory  animals.  This  method  is  un- 
necessary, however,  when  tuberculate  chla- 
mydospores, and  the  gross  and  microscopic 
characteristics  of  the  organism  can  be 
demonstrated. 

Both  the  large  and  small  chlamydospores 
are  infectious,  and  it  is  extremely  dangerous 
to  open  a tube  or  play  with  the  specimen. 
If  the  technician  shakes  the  tube,  throws 
chlamydospores  into  the  room,  and  inhales 
them,  he  is  in  trouble. 

QUESTION : Does  histoplasmosis  usually 
occur  from  inhaling  the  organism? 

DR.  YOUNG:  Certainly,  inhalation  is  the 
way  laboratory  personnel  develop  histoplas- 
mosis. Of  course,  a hood  can  be  used  as  a 
safety  measure. 

In  your  own  practice,  you  may  need  to 
know  how  to  handle  a test  tube  of  Histo- 
plasma capsulatutn  if  you  don’t  have  a liood. 
Flood  the  tube  with  saline  or  sterile  water  to 
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Fig.  4.  Culture  of  Histoplasma  capsulatum  with  diagnostic  chlamydospores  and  the  small  bodies  are  microconidia. 
tuberculate  chlamydospores.  The  large  bodies  are  the  (a)  X 176  (b)  X 359. 


cover  the  specimen.  Wet  it  down  to  keep  the 
chlamydospores  from  flying  when  you  open 
the  tube. 

QUESTION : How  soon  can  we  expect  a 
report  on  a positive  culture  for  Histoplasma. 
capsulatum  ? 

DR.  YOUNG:  The  microorganism  could 
not  be  developed  in  less  than  two  weeks,  then 
all  phases  of  growth  would  have  to  be  pro- 
duced. Usually,  we  attempt  to  produce  the 
yeast  phase  first,  but  we  often  fail  and 
grow  the  mycelian  phase.  Slow  growth  is 
generally  a characteristic  of  pathogenic 
fungi  as  opposed  to  the  saprophytes  which 
grow  in  one  or  two  days.  Histoplasma  cap- 
sulatum cannot  be  identified  until  the  chla- 
mydospores develop. 

In  summary,  I believe  that  inhalation  of 
poison  and  kerosene  irritated  the  patient’s 
lungs  to  the  extent  that  a massive  and  over- 
whelming infection  could  have  developed. 
After  he  died,  Histoplasma  capsulatum  was 
identified  in  all  three  specimens,  two  of 
sputum  and  one  of  postmortem  tissue  from 


the  lungs.  He  had  the  fungus  in  his  sputum 
when  he  was  here. 

It  is  unusual  for  a patient  to  have  more 
than  one  type  of  mycotic  infection.  This 
farmer  had  sporotrichosis  of  the  left  upper 
extremity  and  acute  pulmonary  histoplas- 
mosis. 
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vaccination.” 


68 


Texas  State  Journal  of  Medicine 


Impact  of  Medicare  Chief  Topic 
Of  TMA  January  Conference 


Medicare  is  just  around  the  cor- 
ner. It  will  have  a great  impact 
upon  the  medical  profession  and 
those  dedicated  to  patient  care. 

This,  in  essence,  was  the  sub- 
stance of  the  Jan.  22  Conference 
on  Legislation  and  Medical  Service 
at  the  Texas  Medical  Association 
Headquarters  Building  in  Austin. 

The  issues  are  complex.  De- 
cisions are  not  easy.  But  the  situa- 
tion is  by  no  means  hopeless.  These 
facts  were  made  abundantly  clear 
as  speaker  after  speaker  arose  to 
outline  ways  in  which  Texas  phy- 
sicians can  meet  the  challenge. 

In  his  opening  remarks  Dr. 
David  Wade  of  Austin,  TMA  Presi- 
dent, brought  the  conference  into 
perspective  by  reminding  his  col- 
leagues that  “leadership  at  the 
county  level  is  important.” 

The  Rev.  Charles  L.  Allen — 

A Feeling  of  Insecurity 

Then  the  Rev.  Charles  L.  Allen, 
pastor  of  Houston’s  First  Metho- 
dist Church,  set  the  stage  with  a 
broad  look  at  the  situation  today 
for  all  mankind. 

“The  prevailing  mood  of  the  day 
is  a feeling  of  insecurity,”  he  de- 
clared. “We  live  in  a time  when 
the  individual  has  been  cheapened 
as  never  before.” 

People  are  nervous  and  filled 
with  fear,  said  the  humorous  and 
witty  Rev.  Allen— “the  most  popu- 
lar books  deal  with  fear,  worry 


and  tension,  but  for  the  most  part 
these  books  are  nothing  more  than 
mental  patent  medicines.” 


A sudden  cold  spell  and  the 
snowing-in  of  the  Panhandle  doc- 
tors did  not  deter  534  physicians 
and  65  Auxiliary  members  from 
attending  the  Texas  Medical  Asso- 
ciation’s January  Conference  on 
Legislation  and  Medical  Service. 
This  registration  showed  a slight 
increase  over  January,  1963,  with 
527;  January,  1964,  473;  and  Jan- 
uary, 1965,  521. 


"People  are  nervous  and  filled  with  fear," 
the  Rev.  Charles  L.  Allen  declared  at  the 
TMA  Conference  on  Jan.  22. 


He  likened  many  people  of  today 
to  the  Israelite  spies  who  peeped 
into  the  land  of  milk  and  honey 
and  saw  a nation  peopled  by 
giants.  “We  are  but  grasshoppers 
compared  to  these  people,”  said  the 
spies. 

“Many  people  today  have  this 
grasshopper  philosophy  of  life,” 
said  the  Rev.  Allen.  “They  say, 
‘This  is  too  big  for  me,’  and  they 
shrink  back  — • they  are  manning 
away  from  life.” 

Behind  this  he  said  are  four 
reasons: 

1.  Emphasis  on  mechanical 
things.  People  have  swapped  God 
for  mechanical  things.  “But  you 
can’t  meet  a ciisis  with  a Cadil- 
lac.” 

2.  We  have  lost  our  sense  of 
the  vastness  of  the  universe.  Yet 
the  impersonal  way  of  our  exis- 
tence has  made  loneliness  one  of 
our  greatest  problems. 

3.  Lincoln  said  “of  the  people, 
by  the  people,  for  the  people,” 
but  his  emphasis  was  on  people. 
We  have  foi'gotten  to  be  concerned 
with  people  as  individuals. 

4.  We  have  lost  our  sense  of  God. 


Jenkin  Lloyd  Jones — 

Medicine  as  a Public  Utility 

Medicine  will  be  increasingly 
affected  by  public  law,  said  Jen- 
kin  Lloyd  Jones,  publisber  and 
editor  of  tbe  Tidsa  Tribune  and 
nationally  syndicated  columnist. 
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Jenkin  Lloyd  Jones  questioned  whether 
socialized  medicine  can  be  halted. 


The  question,  he  said,  is  whether 
the  trend  toward  socialized  medi- 
cine can  be  halted. 

“The  public  is  enamored  of 
socialized  medicine,”  he  continued. 
“Medicine  has  come  to  be  regarded 
as  a public  utility.” 

Much  of  the  fault  for  this,  he 
contended,  lies  with  doctors  them- 
selves. There  is  no  question  in  the 
public  mind  concerning  the  ability 
of  doctors — “but  your  intentions 
are  open  to  question.” 

To  help  the  medical  profession 
“polish  its  public  image,”  he  of- 
fered these  suggestions: 

With  the  explanation  that  people 
are  often  angered  because  of  the 
delay  in  getting  medical  attention 
during  emergencies,  he  said  med- 
ical societies  should  designate  doc- 
tors on  a rotating  schedule  to  take 
emergency  calls  at  any  hour.  In 
large  cities  this  could  be  handled 
by  young  interns  and  residents. 

Doctors  should  take  positive 
action  against  “racketeers”  in  their 
own  profession.  The  “overcharg- 
ers” are  usually  well-known  to 
other  doctors  in  the  community,  he 
insisted.  “The  eager  young  surgeon 
who  wants  instant  Cadillac  should 
be  dealt  with  firmly.” 

Regarding  the  rising  cost  of 
health  insurance,  he  said  the  med- 
ical profession  should  put  its 
weight  behind  a scheme  to  get 
hospital  costs  down.  As  an  ex- 
ample of  one  way  to  lower  hos- 
pital costs,  he  proposed  “get-well 
rooms”  where  recuperating  pa- 
tients could  be  cared  for  at  re- 
duced rates  with  reduced  nursing 
care  and  other  facilities.  Also  he 
said  the  fear  of  catastrophic  illness 
looms  large  in  the  minds  of  many 


people:  “It  seems  to  me  the  medi- 
cal profession  should  come  up  with 
some  reasonably  priced  plan  to 
keep  a patient’s  estate  intact  un- 
der such  circumstances.” 

The  editor  declared  that  “private 
medicine  all  over  the  world  has  a 
big  selling  job  to  do.  You  need  to 
worry  about  your  public  relations 
— plain  old  publicity.” 

He  emphasized  that  the  public 
should  be  made  aware  of  the  fact 
that  doctors  are  concerned  with 
public  welfare. 

But  publicity  about  specific  tri- 
umphs of  doctors  is  not  approved, 
he  said.  “The  average  doctor  is 
happy  to  read  in  Time  about  the 
accomplishment  of  a fellow  in  a 
neighboring  state.  But  if  he  reads 
in  his  newspaper  the  same  thing 
about  a local  colleague  he  is  likely 
to  have  apoplexy.” 

To  further  drive  home  the  point 
that  doctors  are  concerned  about 
the  public  welfare,  he  suggested 
that  local  medical  societies  pre- 
pare news  releases  on  matters  of 
public  health. 

“Sure,  this  is  the  task  of  public 
health  agencies,”  he  said.  “But  do 
doctors  want  to  train  people  to 
look  to  the  government  for  every- 
thing?” 

Let  the  people  know  that  doc- 
tors are  concerned  about  all  these 
matters,  he  urged. 


Charles  L.  Hudson — 

A Major  Challenge 

A major  challenge,  said  Dr. 


Charles  L.  Hudson  of  Cleveland, 
President-elect  of  AMA,  is  the 
implementation  of  legislation  on 
heart  disease,  cancer,  and  stroke. 

“This  legislation  could  exert  a 
greater  impact  than  Medicare,”  he 
declared.  “It  all  depends  on  how 
we  react.” 

Dr.  Hudson  reviewed  the  history 
of  this  legislation  which  began  with 
the  appointment  of  a committee 
charged  with  reducing  the  inci- 
dence of  these  diseases. 

The  committee  made  35  sugges- 
tions, including  the  creation  of 
regional  complexes,  research  in- 
stitutions, and  diagnostic  and 
treatment  stations. 

“In  essence,  the  committee  pro- 
posed the  reorganization  of  medi- 
cal service,”  he  said. 

He  added  that  AMA  is  in  agree- 
ment with  the  objectives  of  the 
program,  but  questions  whether 
the  recommended  solutions  are 
proper. 

He  said  AMA  has  listed  specific 
objections  to  the  language  of  the 
new  bill,  “but  we  are  not  certain 
whether  our  recommendations  will 
appear  in  the  regulations  when 
they  are  finally  published.” 


Panel  on  Medicare 

Dr.  James  D.  Murphy  of  Fort 
Worth,  President-elect  of  TMA 
presided  over  an  afternoon  panel 
session  on  the  impact  of  Medicare 
on  medical  service  and  patient  care. 

Five  panelists  discussed  Medi- 
care as  it  related  to  AMA  policies, 
hospital  care,  nursing  homes. 


Charles  L.  Hudson,  left,  AMA  President-elect,  chats  with  Dr.  Robert  Mayo 
Tenery,  Past  President  of  TMA,  and  Dr.  David  Wade,  TMA  President. 
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Dr.  Charles  Max  Cole,  standing,  right.  Speaker  of  the  House  of  Delegates,  presided  over  a panel  discussion  on 
legislation  and  medical  service.  Participants  included,  left  to  right,  seated.  Dr.  P.  C.  Palasota  and  Dr.  Roy  T. 
Lester;  standing,  John  H.  Winters  and  Dr.  John  A.  Wiggins. 


health  insurance,  and  the  physician 
and  his  practice. 

Dr.  Milford  0.  Rouse  of  Dallas, 
speaker  of  the  AMA  House  of 
Delegates,  said  that  the  federal 
government  turned  to  AMA  and 
others  last  year  for  help  in  carry- 
ing out  Medicare  legislation. 

As  a result,  the  AMA  appointed 
an  advisory  committee  composed  of 
representatives  of  the  various  med- 
ical specialties. 

“I  am  not  in  a position  now  to 
assess  our  success  or  failure,”  said 
Dr.  Rouse,  “but  I feel  that  some 
good  has  been  accomplished. 

“The  government  has  at  last 
asked  for  our  advice.  We  gave  it 
in  good  faith.” 

He  said  the  committee  has 
worked  hard  to  preserve  the  best 
interests  of  physicians  and  pa- 
tients. “I  feel  that  we  are  making 
the  best  of  a difficult  situation,” 
he  said. 

At  the  same  time,  he  urged 
physicians  to  be  thinking  in  terms 
of  the  repeal  of  the  provisions 
which  are  not  in  the  interest  of 
the  public  and  the  medical  pro- 
fession. 

George  B.  Pearson,  administra- 
tor of  Medical  Center  Hospital  at 
Tyler  and  a past  president  of  the 


Texas  Hospital  Association,  said 
the  full  impact  of  Medicare  on  hos- 
pitals will  not  be  knoAvn  until  af- 
ter July. 

He  predicted  that  after  an  initial 
surge,  the  number  of  elderly  hos- 
pital patients  will  level  off  at  a 
higher  rate. 

He  said  that  all  hospitals  in 
Texas  will  not  accept  Medicare  pa- 
tients. “Out  of  500  hospitals  in  the 
state,  only  200  are  accredited,”  he 
said. 

Unless  there  is  a substantial  re- 
vision in  Medicare  regulations  a 
number  of  hospitals  will  not  qual- 
ify for  receiving  Medicare  pa- 
tients, he  explained. 

Special  problems  will  occur  in 
rural  areas,  be  said,  because  these 
areas  bave  a higher  percentage  of 
elderly  people  and  fewer  accredited 
hospitals.  This  means  that  patients 
from  naral  areas  will  be  flooding 
city  hospitals. 

Other  problems  foreseen  by  Mr. 
Pearson  include  more  paper  work, 
more  demands  for  paramedical 
personnel,  and  a more  severe  nurs- 
ing shortage. 

A reason  for  real  concern,  he 
said,  is  increasing  government  in- 
terference with  hospitals  — “de- 
spite assurances  othemvise.” 


“The  physicians  and  hospitals  of 
Texas  should  work  together,”  he 
concluded,  “to  develop  hospital 
procedures  and  keep  the  govern- 
ment from  stepping  in.” 

Phyl  E.  Drake  of  Alice,  im- 
mediate past  president  of  the 
Texas  Nursing  Home  Association, 
said  it  was  not  likely  that  many 
nursing  homes  will  participate  in 
Medicare. 

“We  are  trying  to  make  a profit 
with  nursing  homes,  and  admit  it,” 
he  said,  adding  that  as  matters 
now  stand  nursing  home  operators 
do  not  see  how  they  can  seiwe 
patients  under  Medicare  and  make 
a profit. 

Walter  R.  McBee,  executive  di- 
rector of  Blue  Cross-Blue  Shield 
of  Texas,  said  his  company  was 
“dragged  into  this  thing  by  tbe 
heels.” 

He  also  predicted  that  the  busi- 
ness of  administei’ing  insurance 
payments  to  doctors  under  Medi- 
care will  be  more  complicated. 

Although  requirements  have  not 
been  spelled  out  yet,  he  said  Blue 
Cross  would  do  its  best  to  ad- 
minister Medicare  insurance  to 
prevent  further  fedei’al  entry  into 
the  field. 

C.  Lincoln  Williston.  exec-utive 
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An  antibiotic 
of  choice 
is  one  that  works 


TAO  works 

— — — " 


Susceptibility  Results 
Staphylococci  ^ ^ ^ 

# OF  CULTURES  YEAR  % EFFECTIVE 


6,725 


5,440 


10,384 


y^-Hemolytic  Streptococci  ^ ^ ' 


The  Product 

In  a world  study  of  antibiotics  in  vitro\  TAO  had  an  over- 
all effectiveness  of  87.3%,  higher  than  chloramphenicol 
and  erythromycin,  and  significantly  higher  than  tetracy- 
cline and  penicillin. 

The  Plus... Consistent  Performance 

Yet  antibiotics  must  not  only  work.  They  must  work  con- 
sistently. Here  are  the  results  from  the  largest  study  of 
microbial  susceptibility  ever  undertaken.  In  29,048  cul- 
tures of  overt  staphylococcal  and  /:;-hemolytic  streptococ- 
cal infections,  note  the  consistency  of  results  with  TAO. 


TAO 

[triacetyloleandomycin] 


J.  B.  Roerig  and  Company,  New  York,  New  York  10017 

Division,  Chas.  Pfizer  & Co.,  Inc.,  Science  for  the  World's  Well-Being® 


TAO  Rx  information 

Indications:  The  bacterial  spectrum  includes:  streptococci,  staphy- 
locci,  pneumococci  and  gonococci.  Recommended  for  acute, 
severe  infections  where  adequate  sensitivity  testing  has  demon- 
strated susceptibility  to  this  antibiotic  and  resistance  to  less  toxic 
agents.  Contraindications  and  Precautions:  TAO  (triacetyloleandomycin)  is  not  recommended  for  prophylaxis  or  in  the  treatment  of  infectious  processes 
which  may  require  more  than  ten  days  continuous  therapy.  In  view  of  the  possible  hepatotoxicity  of  this  drug  when  therapy  beyond  ten  days  proves 
necessary,  other  less  toxic  agents,  of  course,  should  be  used.  If  clinical  judgement  dictates  continuation  of  therapy  for  longer  periods,  serial  monitor- 
ing of  liver  profile  is  recommended,  and  the  drug  should  be  discontinued  at  the  first  evidence  of  any  form  of  liver  abnormality.  It  is  contraindicated  in 
pre-existing  liver  disease  or  dysfunction,  and  in  individuals  who  have  shown  hypersensitivity  to  the  drug.  Although  reactions  of  an  allergic  nature  are 
infrequent  and  seldom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions.  References:  1.  Isenberg,  Henry  D.:  Health  Laboratory 
Science  2:163-173  Uuly)  1965.  2.  Fowler,  1.  Ralph  et  ah  Clinical  Medicine  70:547  (Mar.)  1963.  3.  Isenberg,  Henry  D.:  Health  Laboratory  Science 
1:185-256  (luly-Aug.)  1964. 
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George  B.  Pearson  talked  on  "The  Medi- 
care Program  and  Hospital  Care." 


secretary  of  Texas  Medical  Asso- 
ciation, predicted  that  Medicare 
will  have  a “staggering  effect  on 
medicine  and  medical  service.” 

There  will  be  a number  of  sig- 
nificant changes  in  the  practice  of 
medicine  and  a great  impact  on 
the  financing  of  medical  care,  he 
said. 

Mr.  Williston  also  predicted: 

An  instant  surge  in  demand  for 
medical  service  by  the  elderly. 
Physicians  will  see  more  patients 
■with  both  real  and  imaginary  ill- 
nesses. 

Physicans  will  be  called  upon  to 
certify  patients  and  recertify. 

All  this  will  result  in  significant 
changes  in  the  practice  of  med- 
icine. There  ■will  be  increasing  em- 
phasis on  group  practice  and  the 
team  approach  to  medicine. 

Doctors  will  have  to  spend  more 
time  in  the  hospital.  Hospitals  ■will 
have  to  make  increased  provisions 
for  outpatient  services. 

Committees  ■will  be  appointed  to 
review  hospital  utilization  and  ser- 
vices to  patients.  Physicians  will 
be  asked  to  evaluate  the  services 
of  their  colleagues. 

Real  difficulties  may  arise,  he 
said,  when  a utilization  committee 
rules  a patient  should  be  dis- 
charged and  the  patient  thinks  he 
should  stay.  This  problem  will  not 
add  favorably  to  tbe  physician’s 
image  in  the  public  mind. 

The  executive  secretary  said 
there  ■will  be  a strong  push  toward 
more  home  care.  The  trend  in  re- 
cent years  has  been  away  from 
house  calls,  but  the  present  pat- 
tern might  be  reversed,  at  least  as 
it  applies  to  the  aged. 

Training  of  nurses,  already  lag- 
ging, ■will  suffer  a setback.  He  said 


17,700  nurses  are  active  in  Texas, 
which  puts  the  state  in  46th  place 
nationally  in  the  number  of  nurses 
per  100,000  population. 

We  need  10,500  nurses  just  to 
catch  up  ■with  the  demand.  By 
1980  we  ■will  need  50,000.  Medi- 
care can  only  make  more  severe 
the  discrepancy  between  profes- 
sional supply  and  public  demand. 
Fees  charged  to  patients  over  65 
■will  come  under  closer  scrutiny. 
This  in  turn  may  establish  a pat- 
tern for  medical  fees  charged  per- 
sons under  65. 

Surprisingly,  most  Texas  phy- 
sicians will  gain  substantial  income 
under  Medicare.  But  except  for 
pediatricians  and  a few  others, 
most  doctors  can  expect  heavier 
patient  loads. 

“Whether  we  like  it  or  not,  Med- 
icare will  exert  a tremendous  im- 
pact,” he  concluded. 


Bryce  N.  Harlow — 

Methods  Divide  Americans 

“It  is  not  the  goals  that  divide 
Americans,”  said  Bryce  N.  Harlow 
in  one  of  the  closing  speeches. 
“Rather  it  is  the  methods  by  which 
we  hope  to  accomplish  those  goals.” 

Mr.  Harlow,  director  of  govern- 
mental relations  for  Proctor  & 
Gamble  in  Washington,  D.C.,  said 
the  fight  is  over  relation  of  the 
government  to  the  individual  citi- 
zen. 

“It  is  paternalism  versus  self- 
sufficiency,”  he  declared. 

“What  can  be  done  to  restore  the 


Nursing  homes  in  relation  to  Medicare 
was  Phyl  E.  Drake's  topic. 


kind  of  faith  that  will  forbid  the 
proliferation  of  these  programs?” 
he  asked. 

“Far  too  many  have  been 
brought  on  by  you  and  me  because 
of  our  delay  in  meeting  problems,” 
he  said. 

“The  conservative  cause  can’t 
prevail  unless  you  give  of  yourself 
. . . work  personally  . . . inform  the 
public,”  he  continued.  “If  you  want 
to  save  self-government,  you  have 
got  to  practice  it  at  home.” 

He  urged  continued  work  at  the 
grass-roots  level.  “Turning  back 
the  federal  juggernaut  is  a formid- 
able undertaking,”  he  concluded. 


Waggoner  Carr,  Texas  Atforney  General,  and  Dr.  Milford  0.  Rouse  confer. 
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ever.  They  are  just  around  the 
corner.  But  you’ve  got  to  walk  to 
them.  You  have  got  to  work.” 

As  a father  of  a daughter  and 
son,  the  speaker  said  he  was 
seriously  concerned  because  Amer- 
icans don’t  want  to  face  their  prob- 
lems, and  he  cited  Medicare  as  just 
one  example. 

“With  this  Medicare  we  will  be 
giving  everything  away,”  he  said. 
“But  it  is  not  theirs  to  give.  You 
and  I earned  it.” 


Woman's  Auxiliary  Reviews 
Legislative  Role  of  Wife 


The  wife’s  role  in  legislation 
was  the  chief  topic  of  the  Woman’s 
Auxiliary  Program  during  the  Jan- 
uary Legislative  Conference. 

Guest  speaker  Mrs.  Lee  Ann 
Elliott,  Chicago,  assistant  director 
of  American  Medical  Political 
Action  Committee,  presented  the 
“Role  of  Auxiliary  Members.”  The 
“Role  of  the  Individual  Doctor’s 
Wife”  was  explained  in  a panel  dis- 
cussion. During  the  panel,  Mr. 
Philip  R.  Overton,  Austin,  general 
counsel  for  the  Association,  em- 
phasized that  to  effect  legislation, 
one  must  have  a hand  in  electing 
legislators. 

Mr.  William  V.  Marshall,  Dick- 
inson, chemical  engineer,  Monsanto 
Chemical  Co.  of  Texas  City,  served 
as  the  second  panelist.  Mr.  Mar- 
shall, a renowned  speaker  for  civic 
organizations  and  study  groups 
devoted  to  politics,  religion,  and 
economics,  explained  the  import- 
ance of  self  education,  and  that 
knowledge  and  political  skills  can 
best  be  obtained  through  study 
groups. 

Sixty-five  members  of  the 
Woman’s  Auxiliary  to  the  Texas 
Medical  Association  participated 
in  the  program,  entitled  “Exclu- 
sively for  You.”  Mrs.  Russell  L. 
Deter,  El  Paso,  Auxiliary  presi- 
dent, welcomed  the  group  and 
Mrs.  S.  R.  Lewis,  Galveston,  Aux- 
iliary legislative  chairman,  de- 
scribed the  purpose  of  the  con- 
ference. 

After  the  Auxiliary  session,  the 
members  joined  physicians  and 
guests  in  the  Sam  Thompson  Room 
for  the  remainder  of  the  confer- 
ence. Auxiliary  members  were 
guests  of  the  Association  for  the 
noon  luncheon,  and  the  hospitality 
hour,  given  Saturday  evening  by 
Great  American  Reserve  Insurance 
Company  of  Dallas. 


George  M.  Mardikian — 

The  Will  To  Work 

A naturalized  American  who  ar- 
rived in  this  country  from  Ar- 
menia with  only  a few  pennies  in 
his  pocket  more  than  40  years  ago 
concluded  the  session  with  a stir- 
ring, emotion-charged  address. 

“I  take  my  citizenship  seriously,” 
declared  George  M.  Mardikian  of 
San  Francisco,  who  today  is  the 
owner  of  a chain  of  famous  Omar 
Khayyam  Restaurants  in  Cali- 
fornia. 

Mr.  Mardikian  said  he  had  a 
gripe  to  air  with  President  Lyndon 
Johnson  who  declared  after  his 
election  that  35  million  Americans 
go  to  bed  hungry  every  night. 

“Anybody  who  wants  to  work  in 
America  doesn’t  have  to  go  to 


bed  hungry,”  Mr.  Mardikian  con- 
tended. 

However,  he  added  slyly,  he  had 
analyzed  the  situation  and  decided 
that  the  President  might  be  right 
after  all:  the  35  million  go  to  bed 
hungry  because  they  are  over- 
weight and  they  are  on  a diet. 

“We  are  creating  a bunch  of 
parasites,”  he  said.  What  we  need 
to  do  is  educate  young  people  and 
other  Americans  to  the  fact  that 
you  don’t  get  something  for  noth- 
ing— Medicare  or  anything  else. 

But  what  we  are  doing  instead, 
he  said,  is  to  deprive  them  of  the 
most  precious  thing  that  America 
gives,  the  will  to  work.  Many 
young  people  complain  that  there 
are  no  more  opportunities. 

“Like  the  devil  there’s  not! 
Opportunities  are  greater  than 


Dr.  Max  Johnson  converses  with  guest  speaker  Bryce  N.  Harlow. 


Dr.  James  B.  Harle,  left,  and  guest  speaker  George  M.  Mardikian,  right, 
in  attentive  conversation  with  Dr.  Denton  Kerr. 
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Enacted  and  Proposed  Legislation 
Considered  by  Executive  Board 


Recommendations  regard- 

ing  proposed  legislation,  a coordi- 
nating committee  for  the  Heart 
Disease,  Cancer,  and  Stroke  Pro- 
gram enacted  by  Congress  last 
year,  progress  reports  on  Asso- 
ciation projects,  and  areawide 
planning  of  health  care  facilities 
were  among  major  items  con- 
sidered by  the  Texas  Medical  Asso- 
ciation’s Executive  Board  on  Jan. 
23. 

The  meeting  of  the  interim 
policy-making  body  of  the  Associa- 
tion was  the  culmination  of  a 
weekend  of  comprehensive  agendas 
undertaken  by  Association  com- 
mittees and  councils,  which  had 
begun  meeting  Friday  morning. 
The  Council  on  Annual  Session 
met  one  week  earlier. 


Heart  Disease,  Cancer,  and  Stroke 

Members  of  the  Executive  Board 
carefully  considered  proposed  re- 
commendations from  councils  on 
participation  in  a self-constituted 
coordinating  committee  for  plan- 
ning a regional  program  under  the 
Heart  Disease,  Cancer,  and  Stroke 
Program.  Public  Law  89-239  calls 
for  applicants  for  grants  to  apply 
to  regional  advisory  groups  for 
funds.  Regions  are  not  defined  by 
law. 

The  Board  voted  to  send  repre- 
sentatives to  a self-constituted 
body  organized  in  Houston. 

Representatives  recommended  by 
the  Committee  on  Cancer  were  the 
president  of  the  Texas  Medical 
Association,  and  one  representa- 
tive each  from  the  Board  of  Trust- 
ees, Council  on  Scientific  Advance- 
ment, Committee  on  Cardiovascular 
Diseases,  and  Committee  on  Can- 
cer. 


Legislative  Recommendations 

The  Executive  Board  adopted  a 
resolution  supporting  state-admin- 
istered unemployment  compensa- 
tion programs  and  accepted  recom- 
mendations of  the  Council  on  Med- 
ical Jurisprudence  on  other  pend- 
ing legislation. 

In  approving  state  legislation. 


the  resolution  also  opposed  H.R. 
8282,  the  Unemployment  Compen- 
sation bill  now  in  Congress  (See 
editorial  p.  30). 

The  Council  recommended  oppo- 
sition to  a proposed  bill  to  license 
massage  therapists.  It  recommend- 
ed support  of  adequate  care,  use, 
and  humane  treatment  of  animals 
but  opposition  to  federal  grants 
to  carry  out  the  principle  when 
other  monies  are  available  to  in- 
terested groups.  The  Council  also 
opposed  restrictive  legislation  al- 
lowing the  use  of  laboratory  ani- 
mals only  when  no  other  mode  is 
available,  licensing  of  researchers 
who  do  animal  experimentation, 
and  requiring  the  submission  of  a 
protocol  to  some  authority  for  ap- 
proval before  research  involving 
animals  can  be  begun.  The  Council 
felt  that  such  legislation  would 
be  detrimental  and  halting  to  med- 
ical research  at  a time  when  the 
government  has  seen  fit  to  ex- 
pand medical  research  by  providing 
funds  in  excess  of  need. 

The  Council  also  recommended 
approval  of  the  Dirksen  Reappor- 
tionment Amendment  which  would 
allow  states  to  apportion  one  house 
of  a legislature  on  geographic  or 
other  factors  instead  of  popula- 
tion. Likewise,  the  Council  recom- 
mended opposition  to  the  suggested 
four-year  term  for  Congressmen, 
recommended  by  the  President. 


Campaign  for  Dr.  Rouse 

Delegates  reported  to  the  Coun- 
cil that  their  campaign  to  elect 
Dr.  Milford  0.  Rouse,  Dallas,  as 
President-elect  of  the  American 
Medical  Association  in  June,  1966, 
is  proceeding  well. 

Councilors  Approve  County 
Constitutions 

The  Board  of  Councilors  report- 
ed that  the  Constitutions  and  By- 
Laws  of  the  Cameron-Willacy  and 
Potter-Randall  Counties  Medical 
Societies  were  approved  contingent 
upon  minor  changes,  and  that  the 
Constitution  and  By-Laws  of  the 
South  East  Branch  of  the  Harris 


County  Medical  Society  were  ap- 
proved as  submitted. 


Award  Announced 

The  Board  of  Trustees  an- 
nounced the  establishment  of  an 
annual  award  in  the  amount  of 
$300  for  the  best  scientific  article 
prepared  by  a medical  student  in 
Texas.  The  winning  paper  will  be 
published  in  Texas  Medicine.  (See 
story  p.  80) 


Areawide  Planning 

Following  the  approval  of  a 
special  study  committee  on  area- 
wide planning  and  the  Council  on 
Medical  Education  and  Hospitals, 
the  Board  recommended  that  the 
president  of  the  Texas  Medical 
Association  name  two  members  of 
the  Association  to  represent  TMA 
on  a central  Committee  on  Volun- 
tary Areawide  Hospital  and  Health 
Care  Facility  Planning.  The  com- 
mittee would  be  composed  of  repre- 
sentatives of  the  Texas  Medical 
Association,  Texas  Hospital  Asso- 
ciation, Blue  Cross-Blue  Shield  of 
Texas,  State  Department  of 
Health,  Texas  Nursing  Home  Asso- 
ciation, and  the  Health  Insurance 
Council,  plus  lay  leaders.  The 
group  would  be  available  as  a 
counseling  body  to  promote  and 
support  the  establishment  of  new 
local  voluntary  planning'  agencies 
in  Texas,  and  to  provide  leadership 
and  coordination  of  the  activities 
of  established  planning  agencies. 
It  would  also  conduct  studies  pei't- 
inent  to  voluntary  areawide  plan- 
ning and  provide  consultation  and 
reference  services  for  local  plan- 
ning agencies. 

The  Executive  Board  also  con- 
curred with  the  Council  on  Medical 
Education  and  Hospitals  and  the 
Committee  on  Nursing  that  the 
Texas  Medical  Association  should 
cosponsor  with  the  Texas  Hospital 
Association  an  Institute  on  Part- 
nerships in  Patient  Service.  The 
Institute  was  held  Feb.  11-12. 
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Insurance  Programs 

The  Board  approved  a recom- 
mendation of  the  Council  on  Med- 
ical Service  and  Insurance  to  for- 
ward to  the  Health  Insurance 
Council  two  samples  of  insurance 
forms  proposed  by  Nueces  County 
Medical  Society  to  simplify  UND-1, 
a standardized  insurance  form  for 
physicians  which  was  developed  by 
the  Health  Insurance  Council  of 
America  several  years  ago.  The 
Health  Insurance  Council  currently 
is  interested  in  considering  simp- 
ler, more  effective  insurance  forms 
for  physicians. 

The  Board  concurred  also  that 
pathologists,  radiologists,  physia- 
trists,  and  anesthesiologists  are 
private  practitioners  of  medicine 
and  affirmed  their  position  in  de- 
claring their  right  to  accept  sep- 
arate fees  for  their  services 
through  direct  billing. 


Texas  Medicine  Announces 
$300  Award  for  Best  Article 

A $300  award  for  the  best  scien- 
tific article  written  by  a student  in 
a Texas  medical  school  will  be 
made  by  Texas  Medicine  this  year. 

The  new  award  was  created  by 
the  Board  of  Publication  and  Jour- 
nal Advisory  Committee  to  give 
recognition  and  incentive  to  stu- 
dents who  perform  scientific 
studies  worthy  of  reporting  to  the 
profession,  and  write  their  reports 
in  a form  worthy  of  publication. 

All  articles  must  deal  with  a sub- 
ject in  the  realm  of  the  basic 
sciences  or  medicine,  and  must  be 
original  and  unpublished.  Each 
article  will  be  judged  on  its  own 
merits  by  members  of  the  Journal 
Advisory  Committee;  no  maximum 
or  minimum  length  is  required.  All 
entries  must  be  in  the  editorial  of- 
fices of  Texas  Medicine,  1801  N. 
Lamar  Blvd.,  Austin,  78701,  by 
May  1,  1966.  The  winning  entry 
will  be  published  in  the  journal. 

Medical  editors  throughout  the 
nation  have  long  been  aware  that 
many  physicians  are  unskilled  in 
the  craft  of  writing,  which  is  one 
of  the  primary  means  of  communi- 
cating with  colleagues.  Today’s 
scientific  articles  should  be  writ- 
ten for  today’s  busy  reader,  who 
wants  well-organized,  concise,  ac- 
curate information. 

Elsewhere  on  this  page  are  basic 
instructions  for  authors,  and  stu- 
dents who  are  interested  in  more 


detailed  information  about  medical  I books  on  the  subject  in  medical 
writing  will  find  several  excellent  | libraries. 


Information  for  Authors 

Material  for  Texas  Medicine  may  be  sent  to  the 
Managing  Editor,  1801  North  Lamar  Blvd.,  Austin 
78701.  It  must  be  offered  solely  to  this  journal. 
Each  paper  is  reviewed  by  a consultant  specialist 
and  an  editorial  board,  and  is  accepted  or  rejected 
on  the  basis  of  its  individual  merit  and  the  avail- 
ability of  other  material. 

Manuscripts  should  be  typed  double-spaced  with 
ample  margins  on  firm  paper.  Carbons  are  un- 
acceptable, but  the  author  should  keep  a copy. 

The  title  should  include  the  words  most  suitable 
for  indexing  the  article  in  “Index  Medicus,”  should 
stress  the  main  point,  and  should  be  brief.  Subtitles 
should  not  be  connected  grammatically  with  the 
main  title. 

The  authors’  names  and  degrees  should  follow  the 
title,  and  their  mailing  addresses  should  be  listed 
at  the  end  of  the  article.  A glossy  picture  of  the 
senior  author  is  needed. 

The  text  should  be  narrative  with  complete  sen- 
tences, few  abbreviations,  and  logical  subheadings. 
For  spelling  and  usage  the  editors  follow  “Borland’s 
Illustrated  Medical  Dictionary,”  24th  edition,  and 
“Webster’s  Third  New  International  Dictionary, 
Unabridged.”  Quotations  must  give  credit  to  both 
author  and  source.  A concise  summary  or  conclusion 
is  of  professional  value. 

Reference  lists,  in  order  cited,  should  contain  in 
this  order  (1)  author’s  last  name,  initials,  (2)  title 
of  article  or  book,  (3)  name  of  journal,  (4)  volume 
and  first  page  numbers,  written  33:156,  (5)  month 
of  issue,  (6)  year.  For  books,  the  title  should  be 
followed  by  place  of  publication,  name  of  publisher, 
and  year. 

Illustrations  should  be  black  and  white  drawings 
or  positive  photographs,  with  neat,  uniform,  fairly 
large  lettering.  A label  pasted  to  the  back  of  each 
illustration  should  indicate  its  number,  top,  author’s 
name,  and  title  of  article  in  brief.  Legends  should 
be  in  complete  sentences,  numbered,  and  typed  on  a 
separate  sheet.  Color  illustrations  are  authorized  if 
they  are  of  special  value. 

Tables  should  be  typed  on  separate  sheets.  Column 
headings  should  show  points  of  similarity;  side 
headings,  points  of  difference. 

All  material  is  subject  to  editing,  but  authors  re- 
ceive proofs  to  check  before  publication.  Factual 
and  typographical  errors  should  be  corrected,  but 
because  resetting  type  is  costly,  further  revisions 
should  be  kept  to  a minimum.  Prompt  return  of 
proofs  to  the  Texas  Medicine  office  avoids  delay  in 
publication. 

Reprints  are  available  at  cost  plus  2 percent  sales 
tax.  Authors  automatically  receive  order  blanks 
when  their  articles  are  published. 

Permission  should  be  obtained  from  the  publish- 
ers and  the  authors  for  any  previously  published 
material  (extensive  textual  matter,  illustrations, 
tables)  used.  Short  verbatim  quotations  in  the  text 
may  be  used  without  permission,  but  should  be 
quoted  exactly  with  the  source  credited  in  the  bibli- 
ography. Copies  of  permission  letters  should  be  sub- 
mitted with  the  manuscript. 
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when  even  southern  sun 

fails  to  warm  cold  hands  and  feet 


provide  rapid,  sustained  vasodilation  for  warmth  and  relief  of  pain, 
dizziness  and  faintness  in  patients  with  impaired  peripheral  circulation 


GERILIQUID  warms  cold  hands  and  feet 
through  the  thermogenic  action  of  glycine 
and  through  sustained  vasodilation  by  gly- 
cine and  niacin.  In  addition,  in  patients  with 


impaired  peripheral  circulation,  geriliquid 
increases  the  ability  to  walk  farther  with 
less  pain.  Patients  particularly  like  the  pal- 
atable, sherry  wine  base. 


IN  BRIEF:  Composition:  Each  5 ml,  contains : niacin  75  mg.  and  aminoacetic  acid  (glycine)  750  mg.  in  a palatable  sherry  wine  base;  alcohol  5%. 
Side  Effects;  Occasional  lightheadedness  or  transient  itching  which  may  disappear  with  continued  use.  There  are  no  known  contraindications, 
however,  caution  is  advised  when  there  is  concomitant  administration  of  a coronary  vasodilator. 

Administration  and  Dosage : One  or  two  teaspoonfuls  3 times  a day  before  meals.  If  flushing  is  objectionable,  dosage  may  be  lowered.  How- 
ever, tolerance  to  flushing  usually  develops  without  loss  of  efficacy  in  regard  to  vasodilation. 


Supplied : Bottles  of  8 oz.  and  1 6 oz. 


LAKESIDE  LABORATORIES,  INC. 


Milwaukee.  Wisconsin  53201 
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Speakers,  Luncheons,  and  Special  Events 
To  Highlight  TMA  99th  Annual  Session 


Registration  of  3,500  is  expected 
at  the  Texas  Medical  Association’s 
99th  Annual  Session  in  Austin, 
April  14-17,  1966.  Thirty-five 
prominent  guest  speakers  will  par- 
ticipate in  the  scientific  section  and 
related  organization  programs, 
luncheons,  refresher  courses,  and 
general  meetings.  At  least  50 
special  speakers,  as  well  as  150 
Association  members,  will  present 
papers. 

The  General  Meeting  Luncheon, 
Friday,  April  15,  will  feature  Mr. 
Clayton  L.  Scroggins,  Cincinnati. 
An  authority  in  the  field  of  pro- 
fessional management,  he  will  dis- 
cuss “The  Future  of  the  Private 
Practitioner.”  The  Texas  Society 
of  Internal  Medicine  will  sponsor 
Mr.  Scroggins’  participation. 

At  the  Annual  Luncheon,  Satur- 
day, April  16,  Gov.  John  Connally, 
will  present  the  luncheon  address. 
The  Association  Luncheon,  Sunday, 
April  17,  will  present  The  Rever- 
end Granger  E.  Westberg,  dean. 
Institute  of  Religion,  Houston,  as 
guest  speaker.  The  luncheon  will 
be  preceded  by  a Memorial  Service 
for  deceased  members  of  the  Asso- 
ciation and  Woman’s  Auxiliary. 
Both  the  Memorial  Service  and 
luncheon  are  scheduled  in  the  Com- 
modore Perry  Hotel. 

Several  sections  will  sponsor 
special  programs  during  the  1966 
Session.  Sections  on  Digestive  Dis- 
eases, Internal  Medicine,  and  Rad- 
iology will  meet  jointly,  Saturday, 
April  16,  for  a panel  discussion  on 
“Malabsorption  Syndrome.”  A sem- 
inar on  pulmonary  disease  will  be 
presented  by  the  Section  on  In- 
ternal Medicine,  Friday,  April  15. 
Highlight  of  the  seminar  will  be  a 
“panel  of  pearls”  session,  at  which 
time  each  panelist  will  summarize 
such  topics  as  coin  lesions,  respira- 
tory emergencies,  new  develop- 
ments in  tuberculosis,  new  develop- 
ments in  inhalation  therapy  and 
glomectomy  in  asthma  and  emphy- 
sema. 

The  Texas  Pediatric  Society  and 
the  Texas  Diabetes  Association 
will  have  a special  luncheon  and 
panel  session,  Sunday,  April  17, 


and  will  discuss  “The  Adolescent 
and  Young  Adult  with  Diabetes 
Mellitus.”  The  newly-created  Sec- 
tion on  Nervous  and  Mental  Dis- 
eases will  present  its  first  pro- 
gram, and  will  be  supported  by  the 
Texas  Neuropsychiatric  Associa- 
tion. 

Curbstone  Consultations  will 
have  10  informal,  unrehearsed, 
round  table  discussions,  Friday, 
April  15.  A moderator  and  five 
table  participants  will  be  selected 
to  keep  each  table  discussion  brisk 
and  informative.  Physicians  at- 
tending the  sessions  will  be  en- 
couraged to  bring  case  histories, 
ask  questions,  and  comment  on  as- 
pects of  each  subject  under  dis- 
cussion. 

In  addition  to  the  section  and  re- 
lated organization  programs,  13 
refresher  courses,  two  general 
meeting  sessions,  and  several 
special  features  are  on  the  agenda. 
A Symposium  on  Cerebral  Palsy 
will  feature  three  out-of-state 
guests;  Dr.  C.  R.  Strother,  direc- 
tor, Mental  Retardation  and  Child 
Development  Center,  University  of 
Washington,  Seattle;  Dr.  William 
K.  Jordan,  neurologist.  Little  Rock, 
and  Dr.  Joseph  D.  Russ,  secretary, 
American  Academy  of  Cerebral 
Palsy,  New  Orleans. 

The  Texas  Academy  of  General 
Practice  will  sponsor  a seminar, 
and  a Symposium  on  Alcoholism 
will  be  given  by  the  Texas  Com- 
mission on  Alcoholism  in  coopera- 
tion with  the  University  of  Texas. 
Dr.  Jackson  A.  Smith,  Stritch 
School  of  Medicine,  Chicago,  fea- 
tured speaker,  will  discuss  “Types 
of  Alcoholics.” 

A Symposium  on  Cardiovascular 
Diseases  will  be  presented  by  the 
Association’s  Committee  on  Cardio- 
vascular Diseases,  with  the  assist- 
ance of  the  Texas  Heart  Associa- 
tion. 

The  Travis  County  Medical 
Society,  through  the  Committee  on 
General  Arrangements,  is  sponsor- 
ing various  entertainment  and 
sports  features  for  physicians  and 
their  wives. 


A dance,  followed  by  a midnight 
breakfast,  is  planned  for  Saturday, 
April  16,  in  the  new  Terrace  Motor 
Hotel  ballroom.  Music  will  be  pro- 
vided by  the  Henry  King  Orchestra 
of  Houston.  Alumni  and  fraternity 
parties  will  precede  the  dance.  The 
University  of  Texas  Medical 
Branch  will  sponsor  a cocktail 
party  for  its  alumni  preceding  the 
dance;  Tulane  University  School 
of  Medicine  and  the  University  of 
Virginia  are  also  planning  alumni 
functions. 

Golf  and  tennis  tournaments 
slated  for  Thursday,  April  14,  will 
be  held  at  the  Austin  Country  Club 
and  Caswell  Tennis  Courts,  re- 
spectively. 

The  House  of  Delegates  will 
hold  its  first  session  on  April  14, 
and  reference  committees  will 
meet  that  evening.  The  second  ses- 
sion of  the  House  will  meet  Friday 
evening,  April  15,  with  the  final 
session  and  election  of  officers  on 
Sunday  morning. 

The  Texas  Medical  Association 
will  present  one  of  its  most  attrac- 
tive technical  and  scientific  ex- 
hibits during  the  Annual  Session. 
Exhibits  will  be  located  in  the 
Austin  Municipal  Auditorium 
where  space  is  available  for  137 
technical  exhibits.  Technical  and 
scientific  exhibits  will  open  at  noon 
Thursday,  April  14  and  -will  con- 
tinue until  5 p.m.,  Saturday,  April 
16. 

Two  general  meeting  papers  'will 
be  presented  via  Ciba  Pharmaceu- 
tical Company’s  “Eidophor”  closed- 
circuit  television  system.  The 
Council  on  Annual  Session  has 
selected  “Plastics  in  Medicine”  by 
John  Autian,  Ph.D.,  director,  Drug- 
Plastic  Research  and  Toxicology 
Laboratories,  the  University  of 
Texas  College  of  Pharmacy,  Bal- 
cones  Research  Center,  Austin,  and 
“Is  the  Implantable  Mechanical 
Heart  Just  Around  the  Corner?” 
by  Dr.  Harris  B.  Shumacker,  Jr., 
professor  and  chairman,  Depart- 
ment of  Surgery,  Indiana  Univer- 
sity Medical  Center,  Indianapolis, 
Ind. 
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a rapid  lift  from  the  hell  of  depression 


often  relieves 
mental  pain 
in  2-5  days 


Dore  Illustration 


NORPRAMlN^ 


from 

Dante’s  Inferno 


Norpramin  is  a rapid-acting  specific  drug  for  the  treatment 
of  depression.  Depressive  signs  and  symptoms— sometimes 
described  as  “mental  pain”— typically  begin  to  improve  in 
2-5  days.  Patients  are  more  hopeful,  less  empty  and  less 
weighed  down  by  their  troubles.  Norpramin  has  only  slight 
sedative  qualities,  nevertheless  anxiety  secondary  to  depres- 
sion is  frequently  relieved  as  depression  is  lifted.  If  anxiety 
or  tension  persists  it  can  be  controlled  by  adding  a tran- 
quilizer or  by  reducing  dosage.  Norpramin  is  not  a MAO 
inhibitor.  Side  effects  are  usually  mild. 


DOSAGE  AND  ADMINISTRATION 

Optimal  results  are  obtained  at  a 
dosage  of  about  150  mg. /day- 
two  25  mg.  tablets  t.i.d.  After 
achievingoptimal  results,  a main- 
tenance dose  (50-100  mg. /day) 
should  be  sought. 


LAKESIDE  LABORATORIES,  INC. 


Milwaukee,  Wisconsin  53201 


IN  BRIEF: 

Indications:  In  depression  of  any  kind— neurotic 
and  psychotic  depressive  reactions;  manic-depres- 
sive or  involutional  psychotic  reactions. 

Contraindications  and  Precautions:  Glaucoma, 
urethral  or  ureteral  spasm,  recent  myocardial  in- 
farction, severe  coronary  heart  disease  and  epilepsy. 
Should  not  be  given  within  two  weeks  of  treatment 
with  a monoamine  oxidase  inhibitor.  Safety  in 
human  pregnancy  has  not  been  established. 

Adverse  Effects:  Side  effects,  usually  mild,  may 


include:  dry  mouth,  constipation,  dizziness,  palpi- 
tation, delayed  urination,  "bad  taste,”  sensory 
illusion,  tinnitus,  agitation  and  stimulation,  sweat- 
ing, drowsiness,  headache,  orthostatic  hypoten- 
sion, flushing,  nausea,  cramps,  weakness,  blurred 
vision  and  mydriasis,  rash,  allergy,  transient 
eosinophilia,  granulopenia,  altered  liver  function, 
ataxia  and  extrapyramidal  signs. 

Supplied:  Norpramin  (desipramine  hydrochloride) 
tablets  of  25  mg.,  in  bottles  of  50,  500  and  1000. 
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University  Extension  Service 
To  Present  Pharmacy  Seminar 


The  18th  Annual  Hospital  Phar- 
macy Seminar  will  be  held  in  Aus- 
tin, March  4-6,  1966.  The  program 
will  be  presented  by  the  Pharmacy 
Extension  Service  of  the  Univer- 
sity of  Texas,  in  cooperation  with 
the  Texas  Society  of  Hospital 
Pharmacists. 

Charles  R.  Henry,  president  of 
the  Texas  Society  of  Hospital 
Pharmacists,  and  assistant  chief 
pharmacist  at  Baylor  University 
Medical  Center  in  Dallas  will  pre- 
side during  the  first  session  Friday 
evening.  Greetings  will  be  offered 
by  F.  Regis  Kenna,  president  of 
the  American  Society  of  Hospital 
Pharmacists  and  director  of  phar- 
macy service  for  the  University  of 
Chicago  Clinics. 

Greetings  for  the  Saturday  ses- 
sion will  be  given  by  James  R.  D. 
Eddy,  dean  of  the  Division  of  Ex- 
tension of  the  University  of  Texas; 
Lee  F.  Worrell,  dean  of  the  College 
of  Pharmacy  of  the  University  of 
Texas,  and  Mr.  Henry. 

The  panel  discussion  on  “Legal 
Standards  of  Pharmacy  Practice  in 
Hospitals”  will  be  moderated  by 
Leo  F.  Godley,  chief  of  pharmacy 
and  central  supply,  Harris  Hospi- 
tal, Fort  Worth.  Participants  in- 
clude Joe  H.  Arnette,  secretary, 
Texas  State  Board  of  Pharmacy, 
Austin;  Sister  Mary  Vincent,  ad- 
ministrator, Santa  Rosa  Hospital, 
San  Antonio;  0.  Ray  Hurst,  execu- 
tive director,  Texas  Hospital  Asso- 
ciation, Austin;  Luther  R.  Parker, 
executive  secretary,  Texas  Phar- 
maceutical Association,  Austin,  and 
Robert  C.  Johnson,  executive  sec- 
retary, Michigan  Pharmaceutical 
Association,  Lansing. 

A panel  “The  Reporting  of  Ad- 
verse Drug  Reaction”  will  be  mod- 
erated by  Robert  L.  Lantos,  direc- 
tor of  pharmacy  service.  Bracken- 
ridge  Hospital,  Austin.  Participants 
will  be  William  Heller,  Ph.D., 
co-investigator.  Drug  Systems 
Research,  University  of  Arkansas 
Medical  Center,  Little  Rock;  Dr. 
L.  C.  Paggi,  chairman.  Pharmacy 
and  Therapeutics  Committee, 
Brackenridge  Hospital,  Austin,  and 
Lt.  Col.  Robert  H.  Moser,  MC, 
Chief,  Department  of  Medicine, 
William  Beaumont  General  Hospi- 
tal, El  Paso. 

The  symposium  “Drug  Dis- 
tribution Systems”  will  be  present- 
ed by  Mr.  Godley,  Guy  T.  Kelly, 
director  of  pharmacy  services, 
Methodist  Hospital  of  Dallas;  and 


Kenneth  N.  Barker,  M.  S.  P.  Pro- 
ject Director,  Drug  Systems  Re- 
search, University  of  Arkansas 
Medical  Center,  Little  Rock. 

The  Sunday  session  guest  speak- 
ers will  be  W.  Brooks  Martin, 
president.  Pacific  International  Re- 
search, Ltd.,  San  Jose,  Calif.,  and 
Dr.  Paul  Q.  Peterson,  assistant 
surgeon  general,  associate  chief  of 
community  health.  Department  of 
Health,  Education  and  Welfare, 
Washington,  D.  C.  Also  a panel 
“How  State  Groups  Can  Coordi- 
nate Action”  will  have  Harvey  A.  K. 
Whitney,  Director  of  Pharmacy 
Service,  University  of  Texas  Med- 
ical Branch,  Galveston,  as  modera- 
tor. Mr.  Johnson,  Mr.  Kenna,  and 
Mr.  Lantos  will  participate. 

Registration  fee  is  $10.00. 


Honor  Roll  Revealed 
For  TSBME  Exam 

The  Honor  Roll  for  the  Decem- 
ber examinations  of  the  Texas 
State  Board  of  Medical  Examiners 
has  been  announced  by  Dr.  M.  H. 
Crabb,  secretary  of  the  Board.  Top 
honorees  were  Dr.  Antonio  Fran- 
cisco Frexes,  Macclenny,  Fla.,  and 
Dr.  Ramon  Magrans,  Terrell,  Tex., 
with  the  highest  grades  of  91.5 
each.  Dr.  John  Cary  Cooke  III, 
Austin,  and  Dr.  Leoncio  Antonio 
Garza,  San  Antonio,  both  received 
91.2;  Dr.  Charles  Lynn  Skelton, 
Dallas,  made  90.7,  and  Dr.  John 
Peter  O’Neal  Sullivan,  Houston, 
made  90.2. 


Personals 


Dr.  Elaine  Mantooth  of  Dickin- 
son was  elected  president  of  the 
Galveston  County  Chapter  of  the 
Texas  Academy  of  General  Prac- 
tice. Dr.  E.  Sinks  McLarty,  Jr., 
Galveston,  was  elected  president- 
elect for  1967,  and  Dr.  John  Coch- 
rane of  Texas  City,  secretary- 
treasurer. 

Dr.  George  Alexander,  Pasadena, 
Tex.,  has  been  appointed  to  the 
nine-member  board  of  trustees  for 
the  projected  Mental  Health-Men- 
tal Retardation  Center  in  Houston. 

Dr.  Otto  Egdorf  and  Mrs.  Milton 
Glover,  wife  of  the  late  Dr.  Milton 
H.  Glover  who  died  in  June,  1951, 
were  honored  at  the  Wichita  Gen- 
eral Hospital’s  50th  Anniversary 
Christmas  Coffee,  because  of  the 


key  roles  they  have  played  in  the 
hospital’s  background. 

Dr.  Percy  E.  Luecke,  Jr.,  re- 
ceived the  Dallas  Hospital  Coun- 
cil’s annual  award  of  merit  to  a 
Dallas  citizen. 

Dr.  Carleton  B.  Chapman,  pro- 
fessor of  medicine.  University  of 
Texas  Southwestern  Medical 
School,  Dallas,  and  Dr.  Edgar  J. 
Poth,  Galveston,  first  Ashbel 
Smith  Professor  of  Surgery  at  the 
University  of  Texas  Medical 
Branch,  received  awards  for  Dis- 
tinguished Achievement  in  Medi- 
cine given  by  Modern  Medicine 
magazine. 

Dr.  Otto  H.  Heins,  Raymond- 
ville,  is  in  Viet  Nam  as  part  of  a 
medical  team  from  the  People-to- 
People  Health  Foundation,  Inc.,  the 
parent  organization  of  Project 
HOPE. 

Dr.  Heins  flew  from  Raymond- 
ville  to  San  Francisco  for  a brief- 
ing period  and  then  to  Viet  Nam. 
He  will  serve  for  two  months  with- 
out pay  in  administering  aid  to 
civilians  injured  in  the  war  or  suf- 
fering from  disease. 

Dr.  Heins  recently  returned 
from  Honduras  where  he  spent  a 
month  serving  as  a medical  mis- 
sionary. About  a year  ago  he  re- 
turned from  a similar  mission  in 
Ecuador. 

Dr.  Wa  To  Mok  was  recently 
elected  president  of  the  Amarillo 
Surgical  Society  for  1966.  Dr. 
Howard  Bordelon  will  serve  as 
vice-president  and  Dr.  Hollis 
Hands  as  secretary. 

Awards  totaling  $971,500  in 
senior  clinical  traineeship  grants  to 
91  physicians  were  announced  by 
the  U.S.  Public  Health  Service.  The 
grants  will  enable  physicians  who 
have  completed  resident  training  in 
specialty  fields  to  obtain  an  addi- 
tional year’s  training  and  experi- 
ence in  the  prevention,  diagnosis, 
treatment,  and  the  control  of  can- 
cer. Texas  physicians  receiving  the 
grants  are  Drs.  Paul  B.  Underwood, 
Jr.;  Randolph  Duncan  Smoak,  Jr.; 
Harvey  Selig  Brodovsky,  and 
Joseph  Ronald  Castro,  all  of  the 
University  of  Texas  M.  D.  An- 
derson Hospital  and  Tumor  In- 
stitute in  Houston. 

Physicians  serving  on  the  state 
task  forces  in  the  Texas  Mental 
Retardation  Planning  Study  are 
Dr.  Sam  Nixon,  Floresville;  Dr. 
George  A.  Constant,  Victoria;  and 
Dr.  Doman  Keele  of  Denton. 

San  Antonio  city  health  director. 
Dr.  William  Ross,  was  recently 
sworn  in  as  the  director  of  the 
new  San  Antonio  Metropolitan 
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Health  District.  The  district  is  the 
result  of  the  merger  of  the  city 
and  county  health  departments. 

Dr.  Gary  E.  Miller,  Austin,  has 
been  appointed  director  of  the  Har- 
lingen State  Adult  Mental  Health 
Clinic,  and  assumed  his  duties  in 
January. 

Dr.  J.  C.  Erwin,  Jr.,  McKinney, 
was  recently  honored  by  the  Collin 
Memorial  Hospital  for  having  the 
longest  tenure  of  medical  practice 
in  Collin  County.  Dr.  Erwin  has 
practiced  medicine  and  surgery  for 
42  years. 

Dr.  Paul  Kunstadt,  an  Austrian 
refugee  who  fled  from  Hitler’s 
Nazis  in  1938,  was  recently  hon- 
ored by  Monahans  residents.  Dr. 
Kunstadt,  born  65  years  ago  in 
Vienna,  Austria,  has  served  the 
Monahans  community  for  26  years. 

Dr.  John  L.  Matthews,  San  An- 
tonio, was  elected  as  State  Medi- 
cal Chairman  of  the  Texas  Society 
for  the  Prevention  of  Blindness, 
Inc.  He  was  also  elected  to  serve 
on  the  Board  of  Directors  of  the 
National  Society  for  the  Preven- 
tion of  Blindness. 

Phi  Lambda  Kappa  medical  fra- 
ternity has  awarded  Dr.  Michael 
E.  DeBakey  of  Houston  with  the 
Grand  Scientific  Award,  given  to 
a physician  who  has,  in  the  fra- 
ternity’s opinion,  contributed  most 
to  the  advancement  of  medical 
sciences.  Dr.  DeBakey  was  also 
named  Doctor  of  the  Year  by 
Medical  World  News. 

Dr.  Lester  J.  Keyser  recently 
participated  in  a conference  spon- 
sored by  the  American  Medical 
Association  to  help  the  AMA 
launch  plans  for  an  expanded  at- 
tack against  alcoholism.  Dr.  Key- 
ser is  with  the  Memorial  Health 
Center,  Southern  Methodist  Uni- 
versity, Dallas. 

Dr.  William  C.  Nowlin,  Little- 
field, was  named  winner  of  a red 
ribbon  award  for  his  entry  in  Ciba 
Pharmaceutical  Company’s  Vio- 
form-Hydrocortisone  Photographic 
Contest  for  physicians.  Dr.  Nowlin 
was  awarded  a $500  gift  to  be 
designated  to  any  medical  school  or 
hospital  of  his  choice;  he  chose 
University  of  Texas  Southwestern 
Medical  School  in  Dallas.  His  per- 
sonal award  was  a camera. 

New  officers  of  the  Houston 
Radiological  Society  are  Dr.  Vin- 
cent P.  Collins,  president;  Dr.  Les- 
lie L.  Lemak,  vice  president;  Dr. 
William  A.  Vint,  secretary;  and 
Dr.  Leonard  C.  Doubleday,  trea- 
surer. 


San  Antonio  Site  For 
Blood  Banks  Meeting 


The  South  Central  Association 
of  Blood  Banks’  eighth  annual 
meeting  will  be  held  in  San  An- 
tonio, March  17-19,  1966.  Any 

member  of  the  medical  professions, 
administrative  or  technical  per- 
sonnel, or  members  of  biological 
or  chemical  sciences  interested  in 
blood  banking  are  invited. 

Guest  speakers  and  their  topics 
include  Dr.  J.  N.  Owens,  Okla- 
homa City,  Okla.,  president,  open- 
ing address;  Dr.  E.  A.  Dreskin, 
Greenville,  S.  C.,  “American  Asso- 
ciation of  Blood  Banks’’;  Dr. 
Joseph  M.  Hill,  Dallas,  “Treatment 
of  Hemophilia”;  John  A.  Bradley, 
Ph.D.,  Santa  Monica,  Calif.,  “Hos- 
pital Administrator’s  Viewpoint  of 
the  Blood  Bank”;  Drs.  Basil  A. 
Pruitt,  Jr.,  U.S.  Army,  and  James 
A.  O’Neill,  Jr.,  Nashville,  Tenn., 
“Transfusion  Requirements  of  the 
Burn  Patient”;  Philip  R.  Overton, 
LL.B.,  Austin,  “Some  Legal  As- 
pects of  Blood  Banking”; 

David  E.  Soules,  Ph.D.,  and  John 
Measel,  Jr.,  “The  Failure  of  C-14 
Serotonin  Uptake  in  the  Detection 
of  Platelet  Antibodies”;  and  Mrs. 
W.  C.  Fike,  “Courtesy”. 

Dr.  John  A 1 sever,  Scottsdale, 
Ariz.,  will  preside  over  the  panel 
discussion  “Amniocentesis  and 
Hemolytic  Disease  of  the  New- 
born” with  Dr.  John  A.  Shively, 
Houston;  Dr.  Walter  Taylor;  L. 
Ruth  Guy,  Ph.D.;  Dr.  Leslie  R. 
Bryant,  New  Orleans;  and  Dr. 
Jacob  L.  Kay,  Dallas,  participa- 
ting. 

Also  speaking  are  Maj.  A.  M. 
Gottlieb,  MSC,  Veterans  Adminis- 
tration, “The  Blood  Bank  and  Dis- 
aster Planning”;  Tom  Sherlock, 
“Public  Relations  in  Civilian  Dis- 
aster”; and  Hal  Ingram  and  Dr. 
Soules,  “The  Coombs  Antibody — 
Per  Se.” 

Fred  F.  Korzewka,  Houston,  will 
moderate  an  administrative  work- 
shop; Dr.  Guy  will  direct  a techni- 
cal workshop. 


Five  Texans  Become 
Certified  Assistants 


Five  Texas  medical  assistants 
have  been  certified  following  the 
1965  certification  examinations. 

The  new  Certified  Medical 
Assistants  are  Mildred  Crawford, 
San  Antonio,  administrative:  Ce- 


celia McWright,  Dallas,  adminis- 
trative and  clinical;  Jan  Mustonen, 
Dallas,  clinical;  Diane  Roberson, 
Hereford,  clinical;  and  Betty  Trull, 
Arlington,  administrative  and  clin- 
ical. 

The  examinations  are  sponsored 
by  the  American  Association  of 
Medical  Assistants. 


Interim  Executive  Committee 
Appointed  by  UT  Regents 


An  interim  executive  committee 
for  the  Graduate  School  of  Bio- 
medical Sciences  at  Houston  has 
been  appointed  by  the  Board  of 
Regents  of  the  University  of 
Texas. 

Dr.  Harry  Ransom,  Chancellor 
of  the  University  of  Texas  System, 
appointed  Dr.  Sumter  S.  Arnim, 
associate  dean  for  graduate  studies 
at  the  Dental  Branch,  as  commit- 
tee chairman.  Committee  members 
include  Dr.  Felix  L.  Haas,  head 
of  the  Department  of  Biology  at 
the  M.D.  Anderson  Hospital  and 
Tumor  Institute  and  former  chair- 
man of  graduate  studies;  Dr. 
Robert  J.  Shalek,  professor  of  phy- 
sics and  chairman  of  graduate 
studies  at  Anderson,  and  Dr.  Dar- 
rell N.  Ward,  head  of  the  Ander- 
son Hospital  Department  of  Bio- 
Chemistry. 

As  chairman  of  the  executive 
committee.  Dr.  Arnim  became  act- 
ing dean  of  the  school  on  Feb.  1. 
The  committee  will  advise  institu- 
tional heads  in  Houston  and  the 
central  administration  of  the  Uni- 
versity concerning  nominations  to 
be  made  to  the  Board  of  Regents 
in  filling  the  permanent  deanship. 


Medicare  Explained 
In  Two  Booklets 


What  is  and  is  not  covered  by 
Medicare,  and  what  effect  Medi- 
cai’e  will  have  on  Social  Security 
benefits  will  be  of  interest  to  Texas 
doctors  and  their  patients.  The 
Continental  Casualty  Co.  and  the 
Commerce  Clearing  House,  Inc., 
have  prepared  booklets  outlining 
simply  the  Medicare  program  and 
Social  Security  benefits. 

“A  Simplified  Guide  to  Medi- 
care” and  “Medicare  and  Social 
Security  Benefits”  are  available  to 
physicians  and  interested  persons 
by  writing  for  Medicare  Booklet, 
Texas  Medical  Association,  1801 
North  Lamar,  Austin. 
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DEMETEIYLCHLOETErRACVCLINE 


Effective  in  a wide  range  of  everyday  infections 
— respiratory,  urinary  tract  and  others— in  the 
young  and  aged— the  acutely  or  chronically  ill— 
when  the  offending  organisms  are  tetracycline- 
sensitive. 


Side  effects  typical  of  tetracyclines  include  glos- 
sitis, stomatitis,  proctitis,  nausea,  diarrhea,  vagi- 
nitis, dermatitis,  overgrowth  of  nonsusceptible 
organisms,  tooth  discoloration  (if  given  during 
tooth  formation)  and  increased  intracranial  pres- 
sure (in  young  infants).  Also,  very  rarely  ana- 
phylactoid reaction.  Reduce  dosage  in  impaired 
renal  function.  Because  of  reactions  to  artificial 
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or  natural  sunlight  (even  from  short  exposure 
and  at  low  dosage),  patient  should  be  warned  to 
avoid  direct  exposure.  Stop  drug  immediately  at 
the  first  sign  of  adverse  reaction.  It  should  not 
be  taken  with  high  calcium  drugs  or  food,-  and 
should  not  be  taken  less  than  one  hour  before, 
or  two  hours  after  meals. 

Capsules,  150  mg  and  75  mg  of  demethylchlor- 
tetracycline HCl. 

Tablets,  film  coated,  300  mg  and  150  mg  of 
demethylchlortetracycline  HCl. 

Average  Adult  Daily  Dosage;  150  mg  q.i.d.  or 
300  mg  b.i.d. 


CYANAMID  COMPANY,  Pearl  River.  N.  Y. 


Ninth  District  Plans 
Scientific  Meeting 


The  Ninth  District  Medical 
Society  will  meet  March  17,  1966, 
in  Humble,  Tex.  Program  speak- 
ers and  titles  include  Dr.  Franklin 
J.  Harberg,  “Surgical  Emergencies 
in  the  Newborn  Infant — Diagnosis 
and  Treatment”;  Dr.  James  S. 
Boren  of  Houston,  “Early  Detec- 
tion of  Genito-Urinary  Cancer”; 

Dr.  Simon  Fredricks,  “Mammo- 
plasty — A Cosmetic  and  Prophy- 
lactic Operation”;  Dr.  Dean  C.  Sol- 
cher,  “Problem  of  Hiatus  Hernia — 
Pathogenesis,  Diagnosis,  Treat- 
ment, Medicolegal  Aspects,  and 
Surgery”; 

Dr.  P.  Lamar  Jackson,  “Choice 
of  Anesthesia  for  Acutely  111  Pa- 
tients”; and  Dr.  Howard  T.  Bark- 
ley, Jr.,  “The  Role  of  Surgery  in 
the  Treatment  of  Pulmonary  Dis- 
eases.” All  speakers  are  from 
Houston. 


Graduate  Medical  Assembly 
To  Be  Held  in  New  Orleans 


The  29th  annual  meeting  of  the 
New  Orleans  Graduate  Medical 
Assembly  will  be  held  March  7-10, 
1966,  in  New  Orleans.  This  pro- 
gram is  acceptable  for  29  accredi- 
ted hours  by  the  American  Aca- 
demy of  General  Practice. 

The  program  will  include  19 
topics  and  speakers.  Guest  speak- 
ers are  Dr.  Philip  R.  Lee  of  Wash- 
ington, D.  C.,  “The  Private-Public 
Partnership  in  Health  Care”;  Dr. 
Robert  J.  Rowe,  Dallas,  on  colon 
and  rectal  surgery;  Dr.  Walter  C. 
Lobitz,  Jr.,  Portland,  Ore.,  on  der- 
matology ; 

Dr.  Bernard  J.  Haverback,  Los 
Angeles,  on  gastroenterology;  Dr. 
Joseph  J.  Rupp,  Philadelphia,  gen- 
eral practice;  Dr.  Roy  T.  Parker, 
Durham,  N.  C.,  gynecology;  Dr. 
Stefan  S.  Fajans,  Ann  Arbor, 
Mich.,  internal  medicine;  Dr.  John 
S.  LaDue,  New  York,  internal  med- 
icine; Dr.  Joseph  M.  Foley,  Cleve- 
land, neurology; 

Dr.  Duncan  E.  Reid,  Boston, 
obstetrics;  Dr.  H.  Saul  Sugar,  De- 
troit, ophthalmology;  Dr.  S.  Ben- 
jamin Fowler,  Nashville,  Tenn., 
orthopedic  surgery;  Dr.  Walter  P. 
Work,  Ann  Arbor,  Mich.,  otorhino- 
laryngology; Dr.  William  O.  Rus- 
sell, Houston,  pathology;  Dr.  Wil- 
liam A.  Silverman,  New  York, 
pediatrics; 

Dr.  C.  Allen  Good,  Rochester, 
Minn.,  radiology;  Dr.  Louis  M. 


Rousselot,  New  York,  surgery;  Dr. 
Jerome  A.  Urban,  New  York,  sur- 
gery; and  Dr.  Donald  R.  Smith, 
San  Francisco,  urology. 

Physicians  who  plan  to  attend 
the  meeting  should  make  hotel 
reservations  as  soon  as  possible. 
Requests  for  reservations  may  be 
addressed  to  Greater  New  Orleans 
Tourist  and  Convention  Commis- 
sion, 400  Royal  Street,  Suite  203, 
New  Orleans  70130. 

Registration  fee  for  the  meeting 
is  $25.00.  Registration  is  limited 
to  physicians  in  good  standing  with 
their  local  medical  societies,  and 
in  accordance  with  the  regulations 
and  policy  of  the  New  Orleans 
Graduate  Medical  Assembly. 


Questionnaire  Reveals 
Student  Health  Care 


A student  health  survey  con- 
ducted by  the  Longview  City  Coun- 
cil and  the  Texas  Congress  of  Par- 
ents and  Teachers  shows  that  a 
larger  percent  of  children  see  the 
doctor  for  illnesses  or  accidents 
than  for  checkups. 

The  suiwey  was  designed  to  pro- 
vide a long-range  educational  pro- 
gram for  encouraging  parents  to 
plan  with  physicians,  dentists,  and 
health  officers  for  continuous  health 
supei-vision  of  their  children. 

A local  committee  designed  a 
questionnaire,  patterned  after  the 
form  suggested  by  the  Texas  Con- 
gress of  Parents  and  Teachers.  The 
questionnaire  was  constnicted  so 
that  it  would  increase  pai’ents’  un- 
derstanding of  the  importance  of 
continuous  health  supervision,  se- 
cure information  on  the  amount  of 
health  supeiwision  that  children  in 
the  school  community  are  currently 
receiving,  and  obtain  health  records 
for  all  children  in  the  school  com- 
munity, including  infants  and  pre- 
school children. 

The  questionnaires  were  distrib- 
uted to  all  homes  in  each  elemen- 
tary school  zone  by  members  of  the 
local  unit  of  the  Parent-Teachers 
Association. 

Eighty  percent  of  the  question- 
naires were  returned  — 21  percent 
from  pre-school  children,  49  per- 
cent from  elementary  school  chil- 
dren, and  30  percent  from  second- 
ary school  youths. 

Twenty-five  percent  of  those 
questioned  indicated  they  had  seen 
a physician  in  February,  whereas 
two  percent  saw  a doctor  in  April. 
Distribution  indicated  that  the  chil- 
dren and  youths  were  regular  in 
visiting  the  doctor. 


In  the  topics  discussed  with  the 
physician,  growth  and  development 
were  discussed  33  percent  of  the 
time,  nutrition  32  percent,  behavior 
20  percent,  accident  prevention  12 
percent,  and  prevention  of  poison- 
ing, 3 percent. 

Since  the  local  school  board  pol- 
icy requires  a birth  certificate, 
diphtheria,  smallpox,  and  polio  im- 
munization, the  school  children  were 
not  questioned  on  these.  However, 
the  suiwey  of  pre-school  children 
indicated  the  following  percentages 
for  immunizations:  DPT  34  per- 
cent, smallpox  21  percent,  polio 
30  percent,  and  measles  15  percent. 
The  survey  of  pre-schoolers  indi- 
cated that  80  percent  had  birth 
certificates,  88  percent  had  regu- 
lar physical  checkups,  and  only  40 
percent  had  regular  dental  check- 
ups. 

Survey  of  the  older  groups 
showed  95  percent  elementary  and 
96  percent  secondary  school  chil- 
dren have  regular  physical  check- 
ups, and  70  percent  elementary  and 
73  percent  secondary  school  chil- 
dren have  regular  dental  checkups. 

Twenty-two  of  the  parents  re- 
sponding to  the  questionnaire  in- 
dicated they  had  completed  first 
aid  training. 


Medicare  To  Eliminate 
Texas  65  Insurance 


Medicare  will  eliminate  the  need 
for  which  Texas  65  was  estab- 
lished, that  is  offering  health  in- 
surance protection  to  Texans  over 
the  age  of  65,  H.  Lewis  Rietz, 
president  of  the  Texas  65  Health 
Insurance  Association  has  an- 
nounced. 

Mr.  Rietz  said  that  when  Medi- 
care goes  into  effect  on  July  1, 
health  insurance  will  be  readily 
available  to  everyone  over  the  age 
of  65.  Since  Medicare  will  dupli- 
cate most  of  the  coverages  offered 
by  Texas  65,  the  latter  will  termi- 
nate its  program  at  midnight,  June 
30.  Mr.  Rietz  emphasized,  however, 
that  Texas  65  will  continue  to  of- 
fer health  insurance  protection  to 
its  enrollees  until  Medicare  takes 
over,  and  will  remain  in  operation 
after  July  1,  to  handle  claims  in- 
curred before  its  termination. 

He  urged  those  who  are  now 
protected  by  Texas  65,  or  other 
private  health  insurance  plans,  to 
keep  their  policies  in  force  until 
Medicare  benefits  start  on  July  1, 
so  that  they  will  not  be  without 
coverage  should  illness  or  accident 
occur. 
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She's  on  a diet. 

She's  discouraged. 
She  needs  your  help. 

You  can  encourage  her 
with  DEXAMYL® 

brand  of  dextroamphetamine 
sulfate  and  amobarbital 

'Dexamyl^  is  the  mood-lifting 
anorectic;  it  not  only  assures 
unexcelled  control  of  appetite 
but  also  improves  outlook. 


Formula:  Each  'Dexamyl'  Spansule® 
(brand  of  sustained  release  capsule) 
No.  1 contains  10  mg.  of  Dexedrine® 
(brand  of  dextroamphetamine  sulfate) 
and  1 gr.  of  amobarbital,  derivative 
of  barbituric  acid  [Warning,  may  be 
habit  forming].  Each  'Dexamyl'  Span- 
sule capsule  No.  2 contains  15  mg.  of 
Dexedrine  (brand  of  dextroampheta- 
mine sulfate)  and  IV2  gr.  of  amobarbi- 
tal [Warning,  may  be  habit  forming]. 
Principal  cautions  and  side  effects: 
Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetics  or 
barbiturates  and  in  coronary  or 
cardiovascular  disease  or  severe  hy- 
pertension. Insomnia,  excitability  and 
increased  motor  activity  are  infre- 
quent and  ordinarily  mild.  Before 
prescribing,  see  SK&F  product  Pre- 
scribing Information.  Smith  Kline  & 
French  Laboratories,  Philadelphia  S; 
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Postgraduate  Courses 

20th  Annual  Symposium  on  Fun- 
damental Cancer  Research,  Hous- 
ton, March  7-9,  1966. — “Carcino- 
genesis: A Broad  Critique”  will  be 
presented  by  the  University  of 
Texas  M.  D.  Anderson  Hospital 
and  Tumor  Institute  in  Houston. 
Topics  include  “The  Etiology  of 
Lymphomas  and  Leukemias,”  “Car- 
cinogenesis in  Mammary  Tissues,” 
“Carcinogenesis  in  the  Liver,”  “De- 
differentiation and  Transformation 
of  Cultured  Animal  Cells  to  Neo- 
plastic States,”  and  “The  General 
Status  of  Chemical  and  Physical 
Agents  in  Carcinogenesis.”  Regis- 
tration fee  is  $5;  the  fee  will  be 
waived  for  students,  including  resi- 
dents and  fellows,  who  preregister 
prior  to  March  7.  Further  informa- 
tion may  be  obtained  from  the 
University  of  Texas  M.D.  Ander- 
son Hospital  and  Tumor  Institute, 
Texas  Medical  Center,  Houston 
77025. 

Emergency  Care  and  Trans- 
portation of  the  Sick  and  Injured, 
College  Station,  March  23-25,  1966. 
— The  course,  to  be  held  at  Texas 
A&M  University,  is  available  to 
funeral  home  personnel,  ambulance 
service  companies,  fire  department 
emergency  crews,  police  and 
sheriff’s  emergency  teams,  and  in- 
dividuals actively  engaged  in  emer- 
gency care.  Sponsors  are  the  Texas 
Medical  Association,  American  Col- 
lege of  Surgeons,  University  of 
Texas  Medical  Branch  at  Galves- 
ton, and  the  University  of  Texas 
Southwestern  Medical  School  at 
Dallas,  Baylor  University  College 
of  Medicine  in  Houston,  Texas  State 
Department  of  Health,  Texas  Hos- 
pital Association,  Texas  Public 
Health  Association,  Texas  Depart- 
ment of  Public  Safety,  Texas 
Police  Officers’  Association,  Texas 
Safety  Association,  Texas  Educa- 
tion Agency,  Brooke  Army  Medi- 
cal Center  at  San  Antonio,  and  the 
Sheriff’s  Association  of  Texas,  Inc. 

Miscellaneous  Bacteriology,  Aus- 
tin, March  7-11,  1966. — The  Texas 
State  Department  of  Health  will 
present  a laboratory  workshop  in 
general  medical  bacteriology  cover- 
ing organisms  such  as  staphylo- 
cocci, streptococci,  and  diphtheria 
bacilli,  as  well  as  selected  gram- 
negative organisms.  Some  anaero- 
bic techniques  will  be  considered. 
Salmonella,  Shig ella,  and  patho- 
genic E scherichia  coli  serotypes 
will  be  considered  briefly.  Further 
information  and  application  forms 
may  be  obtained  from  Dr.  J.  V. 
Irons,  Director  of  Laboratories, 


Texas  State  Department  of  Health, 
1100  West  49th  Street,  Austin. 

Parasitology,  Austin,  March  16- 
18,  1966. — Also  presented  by  the 
Texas  State  Department  of  Health, 
this  course  will  give  the  laboratory 
worker  an  opportunity  to  learn 
firsthand  how  to  recognize  the 
common  intestinal  protozoan  para- 
sites. Some  other  intestinal,  blood, 
or  tissue  parasites,  including  toxo- 
plasma will  be  considered.  Informa- 
tion may  be  obtained  from  Dr. 
Irons. 

Orthopedic  Symposium,  Houston, 
April  21-23,  1966. — “New  Horizons 
of  Management  of  Disorders  of  the 
Spinal  Column”  will  be  presented 
by  St.  Luke’s  Episcopal  Hospital 
and  Baylor  University  College  of 
Medicine.  The  symposium  will  be 
held  at  the  Texas  Children’s  Hospi- 
tal. 

Houston  Society  of  Clinical 
Pathologists  1966  Seminar,  Hous- 
ton, March  19,  1966. — The  Houston 
Society  of  Clinical  Pathologists’ 
1966  Seminar  will  be  conducted  by 
Dr.  James  W.  Reagan,  professor 
of  pathology.  Western  Reserve 
University,  Cleveland,  Ohio.  The 
topic  of  the  seminar  will  be  “Ob- 
stetrical and  Gynecological  Path- 
ology.” 

The  meeting  will  be  held  Satur- 
day, March  19,  at  St.  Luke’s  Epis- 
copal-Texas  Children’s  Hospital 
Auditorium.  A limited  number  of 
slide  sets,  protocols,  and  prints  are 
available  at  $10  per  set  from  Dr. 
John  A.  Webb.  Information  con- 
cerning the  seminar  may  be  obtain- 
ed from  Dr.  William  T.  Hill,  presi- 
dent, Houston  Society  of  Clinical 
Pathologists.  Both  physicians  are 
at  St.  Luke’s  Episcopal  Hospital, 
Texas  Medical  Center,  Houston 
77025. 

The  Big  Heart,  Houston,  March 
7-11,  1966. — ^The  American  College 
of  Physicians  presents  its  post- 
graduate course  No.  13  at  Baylor 
University  College  of  Medicine  in 
Houston.  Four  days  of  this  five 
day  course  will  be  devoted  to  dis- 
cussion of  problems  related  to  car- 
diac hypertrophy.  Consideration 
will  be  given  to  morphologic,  phy- 
siologic, and  biochemical  aspects, 
and  clinical  forms  of  cardiac  hyper- 
trophy; physical  roentgenographic, 
and  electrocardiographic  considera- 
tions in  diagnosing  cardiac  hyper- 
trophy, and  therapeutic  problems, 
both  surgical  and  medical.  The 
fifth  day  will  be  reserved  for  tours 
of  the  Texas  Medical  Center. 

Registration  for  members  is  $60, 
nonmembers  $100.  Registration 


forms  and  requests  for  information 
may  be  directed  to  Dr.  Edward  C. 
Rosenow,  Jr.,  Executive  Director, 
American  College  of  Physicians, 
4200  Pine  Street,  Philadelphia,  Pa. 
19104. 

Antibodies:  Origin,  Structure, 
and  Activity,  New  York,  Feb.  19- 
23,  1966. — The  American  Academy 
of  Allergy  will  conduct  a two-day 
postgraduate  course  on  Antibodies : 
Origin,  Structure,  and  Activity, 
Feb.  19  and  20,  1966.  This  course 
will  pi'ecede  the  22nd  annual  meet- 
ing of  the  Academy,  scheduled 
Feb.  21-23.  Both  meetings  will  be 
held  in  New  York  City.  All  phy- 
sicians and  persons  in  related 
fields  are  invited  to  attend.  There 
is  no  registration  fee. 

Further  information  can  be  ob- 
tained from  the  American  Aca- 
demy of  Allergy,  Executive  Office, 
756  N.  Milwaukee  St.,  Milwaukee, 
53202. 


Obstetricians  and  Gynecologists 
To  Meet  in  Austin  March  11-12 


Eleven  guest  speakers  are 
scheduled  to  address  the  Texas 
Association  of  Obstetricians  and 
Gynecologists  in  Austin,  March  11- 
12,  1966.  Dr.  Dan  Scott,  general 
practice  and  surgery,  Houston,  will 
talk  on  “Experience  with  Paren- 
teral Iron.” 

Dr.  Julian  Smith  will  discuss  the 
“Systemic  Chemotherapy  in  Car- 
cinoma of  the  Cervix,”  and  Dr. 
Willis  Brown  will  relate  “Studies 
on  Prematurely  Ruptured  Mem- 
branes.” Dr.  Jack  Pritchard,  Dallas, 
will  give  his  “Observations  on  Am- 
niotic  Fluid  Turnover,”  and  Maj. 
James  Daly,  United  States  Air 
Force,  will  talk  on  “Perinatal 
Death  Due  to  Cord  Compression.” 
Dr.  William  McGanity,  University 
of  Texas  Medical  Branch  at  Gal- 
veston, will  discuss  “Biochemical 
Response  to  Surgical  Stress.” 

A panel  on  “Erythroblastosis 
Fetalis  with  Emphasis  on  Intra- 
fetal  Transfusion”  will  include  Col. 
Charles  Gibbs,  United  States  Air 
Force  Hospital,  Lackland  Air 
Force  Base;  Dr.  Myron  Nichols, 
University  of  Texas  Medical 
Branch  at  Galveston,  Department 
of  Pediatrics;  Dr.  Walter  Taylor; 
Dr.  Charles  Powell,  and  Dr.  Rich- 
ard Holden. 
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Texas  Thoracic  Society 
To  Meet  in  San  Antonio 


The  Texas  Thoracic  Society  will 
meet  in  conjunction  with  the  Texas 
Tuberculosis  Association’s  annual 
meeting  in  San  Antonio,  March  24- 
26,  1966.  Guest  speakers  and  topics 
include  Capt.  James  Allen  Reinarz, 
USAF,  MC,  and  Maj.  Everett  R. 
Rhoades,  USAF,  MC,  both  of  San 
Antonio,  “A  Clinical  Study  of  My- 
coplasma Pneumonia  Infections”; 
Dr.  Lloyd  J.  Gregory,  Jr.,  Houston, 
“Six  Cases  of  Rice  Farmer’s 
Lung”; 

Capt.  John  G.  Weg,  USAF,  MC, 
and  Dr.  Richard  A.  Krumholz, 
“Percutaneous  Needle  Biopsy  of 
the  Lung”;  Capt.  Robert  L.  Young, 
USAF,  MC,  Capt.  Robert  E.  Lor- 
don,  USAF,  MC,  Capt.  George  F. 
Branam,  USAF,  MC,  Wright-Pat- 
terson  Air  Force  Base,  Ohio,  Capt. 
Weg,  and  Dr.  Krumholz,  “A  Corre- 
lation of  Physiologic,  Histologic 
and  Roentgenographic  Findings  in 
30  Patients  with  Sarcoidosis”; 

Dr.  Don  B.  Singer,  Houston,  Dr. 
Gunyon  M.  Harrison,  Dallas,  and 
Dr.  S.  Donald  Greenberg,  Houston, 
“Multiple  Papillomata  of  the 
Lungs”; 

Maj.  Kenneth  G.  Gould,  Jr., 
USAF,  MC,  “Adult  Cystic  Fibrosis 
— A Case  Report  and  Review”;  Dr. 
W.  Cone  Johnson,  Temple,  Dr. 
William  C.  McCormick,  Denton, 


Capt.  James  R.  Rasch,  USAF,  MC 
and  Capt.  Lionel  E.  Harkleroad, 
USAF,  MSC,  “Regulatory  Hypo- 
ventilation”; Dr.  Jerry  E.  Miller, 
Dallas,  “Chest  X-Ray  Quiz”;  Dr. 
David  McCullough,  San  Antonio, 
chairman  of  the  panel,  “Indications 
for  Surgery  in  Tuberculosis,” 
which  includes  Dr.  Robert  Shaw, 
Dallas,  Lt.  Col.  Richard  H.  Hood, 
Jr.,  USAF,  MC,  Dr.  Daniel  E. 
Jenkins,  Houston,  and  Dr.  John 

A.  Wiggins,  Fort  Worth; 

Dr.  H.  Frank  Carman,  Dallas, 
and  Dr.  John  Chapman,  Dallas, 
“Chest  Lesions  with  Acid-Fast  Or- 
ganisms that  Are  Not  Tuberculo- 
sis”; Dr.  James  M.  Schless,  Austin; 
Dr.  Richard  F.  Allison,  Carlsbad, 
N.  Mex.,  Dr.  Robert  M.  Ingles,  San 
Antonio,  Dr.  Sam  Topperman,  Ty- 
ler, and  Dr.  Enrique  Trapp,  Har- 
lingen, “Capreomycin-Ethionamide 
in  the  Retreatment  of  INH-Resist- 
ant  Pulmonary  Tuberculosis”; 

Dr.  Thomas  C.  Black,  Houston, 
session  moderator;  Capt.  William 

B.  Holliday,  USAF,  MC,  Maj. 
Rhoades,  Capt.  Reinarz,  “Two 
Years  Experience  with  the  Tine 
Tuberculin  Test  in  USAF  Re- 
cruits”; Dr.  Chapman,  “Atypical 
Mycobacteria”;  Dr.  Robert  C.  Tal- 
ley, United  States  Public  Health 
Service,  “Use  of  Skin  Tests  with 
Atypical  Antigens  in  a City  Health 
Clinic”; 

Maj.  Robert  E.  Smith,  USAF, 
MC,  Capt.  Lordon,  Capt.  Young, 


and  Capt.  Weg,  “Correlation  of 
Skin  Tests  (PPD’s,  Fungal, 
Mumps,  DNP)  and  Serological 
Evidence  of  Immunity  in  a Group 
of  Patients  with  Sarcoidosis.” 

The  medical  section  is  approved 
for  nine  hours’  credit.  Category  II, 
by  the  American  Academy  of  Gen- 
eral Practice. 


Nurses  Initiate 
Placement  Service 


A counseling  and  placement  ser- 
vice to  assist  employers  of  nurses 
and  nurses  seeking  employment 
has  been  initiated  by  the  Texas 
Nurses  Association.  Previously 
the  TNA  had  asked  Texas 
employers  to  list  vacant  nursing 
positions  with  the  national  place- 
ment and  counseling  office  in  New 
York.  As  of  Jan.  1,  1966,  TNA  will 
keep  a list  of  positions  open  for 
registered  nurses  in  the  state.  The 
provision  of  information  about  a 
nursing  position  does  not  indicate 
TNA’s  recommendation  of  the 
nurse  or  the  position.  Employers 
will  be  responsible  for  evaluating 
the  nurse’s  qualifications  and  re- 
ferences, and  nurses  are  encour- 
aged to  choose  positions  for  which 
they  are  qualified  and  in  which 
they  can  make  maximum  use  of 
their  abilities. 


Governor  Connolly  To  Address 
Mental  Retardation  Conference 


Gov.  John  Connally  will  address 
the  Governor’s  Conference  on 
Mental  Retardation  March  17-18  in 
Austin.  Dr.  Shervert  H.  Frazier, 
newly  appointed  Commissioner  of 
Mental  Health  and  Mental  Retard- 
ation for  Texas,  will  also  speak. 

The  conference  is  planned  as  a 
step  in  the  development  of  the 
“Texas  Plan  to  Combat  Mental 
Retardation.”  The  Governor  is  ex- 
pected to  comment  on  some  recom- 
mendations aimed  at  benefiting  an 
estimated  300,000  mentally  retard- 
ed Texas  citizens. 

All  states  were  asked  in  1963  to 
launch  all-out  drives  for  better 
methods  of  prevention,  treatment, 
and  amelioration  of  mental  retard- 
ation, and  for  the  care  and  re- 
habilitation of  retarded  persons. 

Two  years  ago  Governor  Connal- 
ly designated  the  Board  for  Texas 
State  Hospitals  and  Special  Schools 
(now  the  Texas  Board  of  Mental 


Index  Available 

The  index  to  the  1965  volume  of  Texas  State  Journal  of  Medicine 
is  now  available  upon  request. 

For  the  convenience  of  readers  who  would  like  a copy  of  the  1965 
Index,  an  order  form  is  given  below: 

Texas  State  Journal  of  Medicine 
1801  N.  Lamar 
Austin,  Texas 


Dear  Editors: 

Please  send  the  Index  for  Vol.  61  of  Texas  State  Journal  of  Medicine 
to 


Name : 

Street : 

City : State : 
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Treat  his 

bacterial  a i 

upper  respiratory  ‘ 

infection  with  tetracycline,  but  also  consider  relief  of  his 


Effectively  combat  bacterial  infection  and  maintain  relief  of  respiratory  symptoms 


Tetrex-APC 

with  Bristamin® 

(tetracycline  phosphate  complex 
with  analgesics  and 
antihistamine) 


The  adva  ntages  of  T etrex® 

(tetracycline  phosphate  complex). 
It  contains  the  basic  tetracycline 
which  is  less  bound  to  serum  pro- 
tein than  is  demethylchlortetracy- 
cline^.  (It  puts  a higher  percentage 
of  active  antibiotic  into  the  blood.) 
Its  basic  tetracycline  is  also  better 
tolerated  than  oxy-  or  demethyl- 
chlortetracycline.2.3  Unlike  de- 
methylchlortetracycline,'^  no  cases 
of  photodynamic  skin  reaction  have 
been  reported  with  T etrex  (tetra- 
cycline phosphate  complex). 


BRISTOL 


with  the  benefits  of  APC 
and  Bristamin  (phenyitoioxa- 
mine  citrate).  Traditional  APC  pro- 
vides predictable  relief  of  pain, 
fever  and  malaise  in  acute  respira- 
tory infections,  while  the  phenyl- 
toloxamine  citrate— notable  for  its 
effective  histamine-blocking  action 
with  minimal  drowsiness— adds 
relief  of  watering  eyes,  rhinorrhea, 
congestion  and  "tight”  chest  syrrip- 
toms. 

References:  1.  Roberts,  C.E.,  Jr.;  Perry.  D 
Kuharic,  H.A.,  and  Kirby,  W.M.rvi.:  Arch.  hii. 
Med.  107:204  (Feb.)  1961.  2.  Dowling,  HjF.; 
Lepper,  M.H.,  and  Jackson.  G.G.:  Clin.  Phar- 
macol. & Therap.  3:564  (Sept. -Oct.)  196,. .|  3. 
Editorial:  Antibiotics  & Chemother. 

(July)  1961.  4.  Baer,  R.L.,  and  Harder,  LjC.: 
JAMA  192:989  (June  14)  1965.  ' 


BRISTOL  THERAPEUTIC  SUMMARY.  For  com- 
plete information,  consult  Official  Package 
Circular.  Indications:  Upper  respiratory  infec- 
tions due  to  sensitive  bacteria  where  con- 
comitant symptomatic  relief  of  fever,  malaise 
and  congestion  is  desired.  Contraindication: 
A past  history  of  hypersensitivity  to  one  or 
more  components.  Warnings:  Photodynamic 
reactions  have  been  produced  by  tetracyclines. 
Natural  and  artificial  sunlight  should  be  a- 
voided  during  therapy.  Stop  treatment  if  dis- 
comfort occurs.  No  cases  of  photosensitivity 
have  been  reporied  witi’i  Tetrex  (tct.'ocycline 
phosphate  complex).  With  renal  i.ripairmer:. 
systemic  acccmlation  an-u  hepatotoxicity  may 
occiir.  In  this  situation,  lower  do;.::r.  shouio  be 
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Health  and  Mental  Retardation) 
as  the  Texas  agency  to  accept  and 
administer  federal  grants-in-aid 
under  the  mental  retardation  plan- 
ning grant  law,  Public  Law  88-156. 

He  appointed  a State  Inter- 
agency Committee  to  carry  out  the 
Texas  study;  Bill  B.  Cobb,  execu- 
tive budget  director,  was  named 
chairman  of  the  committee. 


Anson  Jones  Award  Given 
For  Best  Medical  Reporting 


The  Texas  Medical  Association 
has  announced  winners  of  the  10th 
Annual  Anson  Jones  Award.  Re- 
cipients of  the  award,  given  for 
the  best  newspaper,  magazine,  tele- 
vision, and  radio  medical  report- 
ing, received  a total  of  $750. 

The  award  for  a daily  news- 
paper in  a city  of  300,000  popula- 
tion or  more  went  to  Marjorie 
Clapp  of  the  San  Antonio  Light, 
and  Blair  Justice  of  the  Houston 
Post.  Miss  Clapp  reported  a series 
on  teenage  problems,  and  both  she 
and  Mr.  Justice  reported  on  gen- 
eral health  news. 

Jim  Langdon,  Austin  American- 
Statesman,  received  the  award  for 
a daily  newspaper  in  a city  with 
less  than  300,000  population.  Mr. 
Langdon  reported  on  the  problems 
of  alcoholism. 

The  award  for  a weekly,  bi- 
weekly, or  semi-weekly  newspaper 
went  to  Harry  W.  Cayce,  The 
Plains  Record,  for  his  series  on 
obtaining  a new  doctor  for  Plains. 
Gene  D.  Legler,  Humble  News,  re- 
ported general  health  news,  and 
received  the  award  for  magazine, 
company  publication,  and  trade 
journal  reporting. 

KCOR  Radio  in  San  Antonio  re- 
ceived a special  award  for  its 
overall  efforts  in  providing  health 
information  to  its  Spanish-speak- 
ing listeners. 

The  award  for  radio  stations 
went  to  Walter  E.  Evans,  KRLD 
Radio,  Dallas,  for  his  program 
“Ask  the  Doctor.”  KHFI-TV,  Aus- 
tin, received  the  award  in  the 
television  category.  KHFI-TV  dis- 
cussed medical  problems  on  the 
weekly  show  “Perspective”  and  had 
a doctor  appear  for  a weekly  inter- 
view on  “Morning  Carrousel,”  a 
daily  woman’s  show. 

Thirty-eight  entries  were  re- 
ceived. Preliminary  judging  of 
printed  entries  was  handled  by 
Norris  G.  Davis,  Ph.D.,  director. 
Department  of  Journalism,  the 
University  of  Texas;  Kyle  Thomp- 


son, chief  of  United  Press  Inter- 
national’s Austin  Bureau;  and 
Mrs.  Marilyn  Baker,  managing  edi- 
tor of  Texas  Medicine.  The  Texas 
Association  of  Broadcasters  han- 
dled preliminary  judging  of  radio 
and  television  entries.  All  entries 
were  reviewed  by  a panel  of  phy- 
sicians prior  to  selection  of  win- 
ners. 

Created  by  the  Texas  Medical 
Association  in  1956,  the  Anson 
Jones  Award  is  named  in  honor  of 
Dr.  Anson  Jones,  a physician, 
statesman,  writer,  and  last  Presi- 
dent of  the  Republic  of  Texas.  Dr. 
Jones  was  responsible  for  es- 
tablishing the  first  regulations 
•concerning  the  practice  of  the  heal- 
ing arts  in  the  Republic  of  Texas. 
While  serving  as  Secretary  of 
State  to  the  Republic,  he  was  in- 
strumental in  bringing  medical 
matters  to  the  attention  of  the 
lawmakers.  He  urged  the  forma- 
tion of  an  “Association  of  Phy- 
sicians of  the  Republic  of  Texas 
for  the  Promotion  and  General 
Diffusion  of  Medical  Knowledge.” 
Though  the  Texas  Medical  Asso- 
ciation was  not  formed  until  1853, 
Dr.  Jones  saw  the  necessity  and 
purpose  of  medical  organization. 

Throughout  his  life,  Anson  Jones 
was  a prolific  writer.  His  book 
Republic  of  Texas  was  published 
in  New  York  in  1859  after  his 
death. 


Book  Notes 


Ciba  Foundation  Symposium, 
Caries-Resistant  Teeth.  G.  E.  W. 
Wolstenholme,  and  Maeve  O’- 
Connor, eds.  338  pp.,  Boston,  Lit- 
tle, Brown  and  Co.,  1965.  $12.50. 

CiBA  FOUNDATION,  for  its  ini- 
tial venture  into  the  field  of  dental 
science,  has  brought  together  25 
distinguished  contributors  for  a 
discussion  of  the  problems  of  den- 
tal caries.  This  outstanding  sym- 
posium examines  the  important  re- 
search that  has  been  done  in  this 
field,  and  points  out  the  broad 
implications  these  findings  hold  for 
a variety  of  scientific  disciplines. 


Dysplasia,  Carcinoma  in  Situ,  and 
Microinvasive  Carcinoma  of  the 
Cervix  Uteri.  Compiled  hy  La- 
man  Gray,  M.D.  452  pp.  Spring- 
field,  111.  Charles  C Thomas, 
1964.  $22.50. 

T HIS  WELL-WRITTEN  book  at- 
tempts to  compile  all  available  in- 


formation on  the  histology  of  the 
cervix  uteri.  The  19  chapters  are 
written  by  different  authors.  Much 
of  the  book  is  devoted  to  detailed 
reviews  of  each  chapter  title.  Con- 
siderable practical  information  is 
presented  on  such  subjects  as  re- 
serve cell  hyperplasia,  carcinoma- 
in-situ,  and  dysplasia. 

Each  chapter  has  a review  of 
the  literature,  followed  by  clinical 
ideas  using  available  current  data. 

This  book  is  of  more  interest  to 
the  pathologist,  histologist,  and  re- 
search gynecologist,  but  it  would 
be  useful  to  the  general  practition- 
er if  he  were  interested  in  the 
diagnosis  and  treatment  of  cervi- 
cal abnormalities. 

The  most  important  fact  gleaned 
from  the  book  is  that  the  Schiller 
test  is  a most  neglected,  but  vital 
part  of  the  medical  management 
of  any  woman  with  suspected  cer- 
vical disease.  Time  and  again  it 
is  proved  how  valuable  this  simple 
test  can  he  in  diagnosing  cervical 
disease.  There  are  divergent  views 
in  the  book  of  the  relative  values 
of  punch  biopsy  versus  cold  coniza- 
tion; but  it  is  shown  that  punch 
biopsy  could  be  a more  versatile 
diagnostic  tool  if  used  properly. 

Some  of  the  conclusions  that 
were  particularly  interesting  are 
the  following: 

1.  Carcinoma-in-situ  in  pregnant 
women  presents  the  same  problems 
as  in  nonpregnant  women. 

2.  Serial  sections  of  carcinoma- 
in-situ  specimens  have  shown  in- 
vasive carcinoma  on  extensive  re- 
examination. 

3.  Carcinoma-in-situ  in  younger 
women  is  often  located  on  the 
portio,  and  in  the  endocervix  in 
older  women. 

4.  Evidence  currently  available 
does  not  suggest  that  carcinoma- 
in-situ  or  invasive  carcinoma  is 
more  likely  to  develop  in  women 
with  proven  dysplasia,  although  a 
histopathological  appearance  will 
not  predict  the  outcome  of  dys- 
plasia. 

5.  Unless  a hysterectomy  can  be 
done  within  72  hours  of  conization, 
it  should  be  postponed  until  healing 
is  complete,  since  morbidity  is 
doubled  when  the  interval  is  more 
than  three  days. 

6.  All  instances  of  vaginal  bleed- 
ing in  pregnant  women  should  be 
thoroughly  investigated  by  a care- 
ful pelvic  examination  and  cervical 
biopsy  if  indicated.  These  pro- 
cedures carry  little  risk  in  preg- 
nancy, and  should  be  utilized  often. 

7.  An  iodine  stain  should  be  used 
prior  to  hysterectomy  to  ensure  re- 
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moval  of  nonstaining  vaginal  ma- 
terial. 

—HENRY  H.  MOORE,  JR.,  M.D., 

Seguin 


Radiation  Therapy  in  the  Manage- 
ment of  Cancers  of  the  Oral 
Cavity  and  Oropharynx.  Gilbert 
H.  Fletcher,  M.D.  and  William  S. 
MacComb,  with  collaboration  of 
Alando  J.  Ballantyne,  et  al.  369 
pp.  Springfield,  111.  Charles  C 
Thomas,  1962.  $16.50. 

This  book  is  of  value  to  those 
with  or  without  experience  in 
radiotherapy.  It  is  a combined 
presentation  of  experiences  of  the 
clinician,  radiotherapist,  surgeon, 
and  physicist.  Information  on  the 
care  of  lesions  of  the  oral  cavity 
and  oropharynx  make  this  book  a 
valuable  asset  to  anyone  who  deals 
with  lesions. 

For  those  with  an  interest  in 
voltage  ranges  and  their  usage, 
this  text  is  recommended  for  the 
discussion  of  the  effectiveness  in 
ranges  from  250  kv  to  22  mev,  all 
of  which  are  used  at  M.  D.  Ander- 
son Hospital  and  Tumor  Institute. 

Those  interested  in  the  Patter- 
son and  Parker  System,  and  the 
Quimby  System  will  find  the  basic 
differences  pointed  out  and  each 
system  well  presented.  The  use  of 
perpendicular  radiographs,  with 
discussions  of  the  magnification 
factor,  give  a practical  and  useful 
aspect  to  the  text. 

Finally,  one  would  commend  the 
radiotherapist,  surgeon,  and  phy- 
sicist for  the  emphasis  on  adapt- 
ability and  planning  in  each  in- 
dividual case.  The  combination  of 
methods  to  suit  each  case  problem 


reflects  a background  of  extensive 
experience  that  only  comes  with 
the  handling  of  a large  volume  of 
material. 

—JOE  C.  RUDE,  M.D.,  Austin 


The  Specialties  in  General  Practice. 
Russell  L.  Cecil,  M.D.  and  How- 
ard F.  Conn,  M.D.,  ed.,  3rd.  ed., 
676  pp.  Philadelphia,  W.  B.  Saun- 
ders Company,  1964.  $17.50. 

A STANDARD  reference  for  the 
generalist’s  bookshelf,  the  third 
edition  of  Specialties  in  General 
Practice  has  lost  none  of  its  use- 
fulness, and  has  gained  in  three 
new  chapters — clinical  laboratory, 
neurology,  and  industrial  medicine. 
This  book  will  be  of  great  use  to 
physicians  in  general  practice.  It 
concentrates  on  the  everyday  prob- 
lems of  doctors  located  in  ai’eas 
where  early  consultation  with 
specialists  is  not  feasible. 


NEW  JOURNALS 

Revue  Roumaine  D’Inf r amicro- 
biologie,  vol.  2,  Rainon  Tudor 
Vladimirescu,  Bucaresti,  Rou- 
manie,  1965. 

Modern  Treatment,  September, 
1965,  vol.  2,  no.  5,  Treatment  of 
Skin  Diseases  edited  by  D.  Joseph 
Demis,  M.D.  and  Treatment  of 
Chronic  Disturbances  of  Bowel 
Function,  edited  by  J.  Alfred 
Rider,  M.D.,  and  Hugo  C.  Moel- 
ler, M.D.,  New  York,  Hoeber 
Medical  Division  of  Hai’per  & 
Row,  1965. 


New  Films 
In  TMA  Library 


Angina  Pectoris.  Dr.  Samuel  A. 
Levine,  sound,  color,  58  minutes, 
professional. 

Dr.  LEVINE  covers  etiologic  fac- 
tors, the  variations  in  the  clinical 
picture  of  angina,  and  problems  of 
diagnosis  and  differential  diag- 
nosis, treatment,  and  prognosis. 
Cases  are  cited  to  demonstrate 
various  points. 

Home  Management  of  Disability 
from  Arthritis.  Arthritis  Foun- 
dation, sound,  black  and  white, 
29  minutes,  professional. 

T HIS  FILM  describes  the  medical 
and  physical  evaluation  of  pa- 
tients, and  the  development  of  in- 
dividual rehabilitation  programs 
for  each.  Under  supervision  and 
guidance  of  the  family  physician, 
patients  are  treated  in  their  homes 
by  a physical  therapist  and  a pub- 
lic health  nurse.  Described  are  the 
roles  of  the  private  physician, 
physical  therapist,  visiting  nurse, 
patient  and  family,  and  voluntary 
and  public  health  nursing  organi- 
zations involved.  Methods  of  in- 
structing the  patient,  his  family, 
and  the  visiting  nurse  in  appro- 
priate therapeutic  procedures  are 
demonstrated.  The  use  and  con- 
tribution of  simple,  self-help  de- 
vices, and  their  adaptation  to  the 
home  are  also  shown.  The  film  also 
illustrates  treatment  of  patients 
with  multiple  sclerosis,  amputa- 
tions, stroke,  and  other  disorders. 


One  of  358  billboards  urging  Tex- 
ans to  protect  themselves  against 
disease  is  inspected  by  Dr.  David 
Wade,  TMA  President,  and  Dr. 
John  F.  Thomas,  president-elect 
of  the  Texas  Division,  American 
Cancer  Society.  This  billboard  is 
the  first  in  a series  of  health 
messages  to  appear  throughout  the 
state,  to  be  sponsored  by  TMA 
and  other  cosponsoring  groups. 
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SoutkweH  Clinic  cpi^^ociation 

MAIN  OFFICE 

220  Medical  Arts  Bldg.  DALLAS,  TEXAS 

Rl  2-9041  — Area  Code  214 

NORTH 
5535 
ME  1-3880 

DALLAS  OFFICE 

Denton  Drive 
— Area  Code  2 1 4 

SURGERY  AND  GYNECOLOGY 
Sidney  Golt,  M.  D. 

H.  Earl  Taylor,  M.  D. 

John  W.  Lanius,  M.  D. 

INTERNAL  MEDICINE 

Cullen  L.  Tubb,  M.  D. 

Frank  0.  Seay,  M.  D. 

Charles  M.  Preston,  M.  D. 

ORTHOPEDIC  SURGERY 
Edward  R.  Richardson,  M. 
Arthur  L.  Sorris,  M.  D. 

GENERAL  MEDICINE 

0.  Jay  Waddell,  M.  D. 

• 

D. 

UROLOGY 

Arthur  W.  Shannon,  M.  D. 
RADIOLOGY 

Valerie  A.  Sheehon,  M.  D. 

North  Dallas  Office 

MEDICINE  AND  SURGERY 

Fronk  G.  Garfias,  M.  D. 

GENERAL  MEDICINE 

J.  William  Jones,  M.  D. 

Robert  J.  Wright,  ADMINISTRATOR 

Turner’s  Clinical  & 
X-Ray  Laboratories 

Medical  Center 
El  Peso,  Texas 

Telephone  532-4689 

☆ 

SURGICAL  PATHOLOGY 
CLINICAL  PATHOLOGY 
RADIOLOGY 

☆ 

GEORGE  TURNER,  M.D. 

DELPHIN  von  BRIESEN,  M.D. 
JEANNE  TURNER  BOWMAN,  M.D. 
HARRY  F.  SPROAT,  M.D. 


^outfjern  CUnic 

Southern  Clinic  Building 

401  East  Fifth  Street  Texarkana,  Arkansas-Texas 


Surgery 

Louis  P.  Good,  M.D.* 

Walter  C.  Barnes,  Jr.,  M.D.* 
Robert  M.  Bronsford.  M.D.* 
Donald  C.  Spencer,  M.D.* 

Internal  Medicine 

Richard  J.  Schneble,  M.D.* 
Nathaniel  L.  Rodgers,  M.D.** 
William  D.  Robinson,  M.D.** 

Urology 

Gerald  H.  Teasley,  M.D.* 

Plastic  Surgery 

Walter  C.  Barnes,  Jr.,  M.D. 


Radiology 

Consultants 

Charles  L.  Leslie,  M.D.* 


Pediatrics 

Betty  Ann  Lowe,  M.D.* 
Joseph  W.  Sears,  M.D.* 
James  C.  Burroughs,  M.D.** 

Orthopedics 

Robert  Paul  Hughes,  M.D.* 

Thoracic  and 

Cardiovascular 

Surgery 

Robert  M.  Bronsford,  M.D. 

Pathology 

Consultant 

R.  H.  Chappell,  M.D.* 

Obstetrics  and 
Gynecology 

John  Walter  Jones,  M.D.* 
James  W.  Horrison,  M.D.* 
Thomas  P.  Thompson,  Jr., 
M.D.** 


ADMINISTRATION 
Mrs.  Nancy  A.  Thomas 

*Diplomate  of  The  American  board  of  his  specialty 

**Required  training  for  Certification  by  the  Americon  Board 
of  his  speciolty  has  been  completed. 


San  Angelo  Medical  & Surgical  Clinic 


Pediatrics : 

Dwain  F.  Dodson,  M.D.,  F.A.A.P. 
M.  W.  Everhart,  M.D.,  F.A.A.P. 

General  and  Thoracic  Surgery: 

B.  A.  Joiner,  M.D.,  F.A.C.S. 

General  Surgery: 

C.  A.  Kunath,  M.D.,  F.A.C.S. 

General  Practice : 

Wm.  Lacey  Smith,  M.D. 


Ill  East  Harris  Avenue 
Dial  2-6811 

SAN  ANGELO,  TEXAS 

Obstetrica  and  Gynecology : 

Robert  G.  Bridges,  M.D. 

W.  H.  McCaw,  M.D.,  F.A.C.S.,  F.A.C.O.G. 

Urology : 

W.  L.  Porter,  M.D.,  F.A.C.S. 

Robert  B.  StcU,  M.D. 

Adult  and  Pediatric  Cardiology: 

J.  L.  Read,  M.D, 


Internal  Medicine  and  Cardiology: 
Wm.  C.  Mieher,  M.D. 

Internal  Medicine  and  Gastro- 
enterology : 

F.  M.  Spencer,  M.D.,  F.A.C.P. 

Eye,  Ear,  Nose  and  Throat: 

C.  S.  Thompson,  M.D.,  F.A.C.S. 

Administrator : 

W.  V.  Smith 
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DR.  H.  LEIGH 


DR.  H.  LEIGH 

Dr.  Harry  Leigh,  76,  died  in 
El  Paso  on  Oct.  19,  1965. 

Born  Oct.  8,  1889,  in  La  Prairie, 
111.,  he  was  the  son  of  Edwin  R. 
and  Mary  Erskine  Leigh.  He  at- 
tended schools  in  Illinois,  received 
a bachelor  of  science  degree  from 
Northwestern  University  in  1916, 
and  his  medical  degree  from  North- 


western University  in  1919.  He 
served  internship  and  residency  at 
Michael  Reese  Hospital  in  Chicago 
from  1919  to  1921. 

A pioneer  El  Paso  obstetrician 
and  pediatrician.  Dr.  Leigh  began 
practice  in  El  Paso  in  1921.  He 
retired  in  1959  because  of  poor 
health. 

He  was  a member  of  the  Texas 
Medical  Association,  El  Paso 
County  Medical  Society,  South- 
western Medical  Association,  Texas 
Association  of  Obstetricians  and 
Gynecologists,  Texas  Pediatric 
Society,  and  the  American  Medical 
Association. 

He  married  Mary  Neighbors  of 
San  Marcos  in  1923.  She  survives 
as  do  a son,  Charles  H.  Leigh, 
Bartlesville,  Okla.;  a daughter, 
Mrs.  R.  W.  Rees,  Houston;  two 
brothers,  L.  E.  Leigh,  Sparland, 
111.,  and  O.  W.  Leigh  of  Avon,  111.; 
one  sister.  Miss  Lois  Leigh,  Spar- 
land,  111.;  and  two  grandchildren. 


DR.  R.  HALEY 

Dr.  Roscoe  Haley,  68,  died  Sept. 
29,  1965,  in  San  Antonio  of  cardiac 
arrest.  He  was  born  Nov.  5,  1896, 
in  Belton,  Tex. 

After  attending  Southern  Metho- 
dist University  and  Hardin-Sim- 
mons  College,  now  Hardin-Sim- 
mons  University,  he  received  his 
medical  degree  from  the  Univer- 
sity of  Texas  Medical  Branch  at 
Galveston  in  1924. 

Dr.  Haley  served  as  an  infantry 
officer  in  France  during  World 
War  I,  and  was  awarded  the  Dis- 
tinguished Service  Cross,  Purple 
Heart,  and  the  French  Croix  De 
Guerre.  During  World  War  II,  he 
served  in  the  armed  services  as  a 
medical  officer. 

He  was  appointed  assistant  surg- 
eon in  the  Veterans  Administra- 
tion Hospital,  Lincoln,  Neb.,  1939- 
1945;  chief  of  the  urological  ser- 
vice, Veterans  Administration  Hos- 
pital, Dayton,  Ohio;  and  district 
surgeon.  Civilian  Conservation 
Corps,  1933-1939. 

Medical  practice  included  federal 
service  in  Oklahoma  City,  Lincoln, 
Neb.,  and  Dayton,  Ohio,  1933-1946; 
and  San  Antonio,  1925-1933  and 
1947-1965. 

He  was  a member  of  the  Bexar 
County  Medical  Society,  Texas 
Medical  Association,  and  the  Amer- 
ican Medical  Association. 

Survivors  are  his  wife,  Mrs. 
Alicia  Haley;  one  son,  Robert  Ros- 
coe Haley;  and  one  daughter,  Mrs. 

I William  D.  Fairchild  of  Houston. 


DR.  G.  F.  ADAM 

Dr.  George  F.  Adam,  former 
president  of  the  Texas  Association 
of  Obstetricians  and  Gynecologists, 
died  Oct.  11  in  his  Houston  home. 

Born  Jan.  18,  1909,  in  Marlin, 
Tex.,  he  was  the  son  of  David  and 
Ottilia  L.  Haug  Adam.  He  attended 
elementary  schools  in  Marlin,  and 
was  graduated  from  the  University 
of  Texas  in  1930.  He  received  his 
medical  degree  from  the  Univer- 
sity of  Texas  Medical  Branch  in 
Galveston  in  1934. 

Internship  was  served  at  Scott  & 
White  Hospital  in  Temple,  and 
residency  at  Memorial  Hospital  in 
Houston. 

Dr.  Adam  was  a member  of  the 
Harris  County  Medical  Society, 
Texas  Medical  Association,  Texas 
Association  of  Obstetricians  and 
Gynecologists,  American  College  of 
Obstetricians  and  Gynecologists, 
American  College  of  Surgeons, 
Association  of  American  Phy- 
sicians and  Surgeons,  Inc.,  Hous- 
ton Obstetrical  and  Gynecological 
Society,  and  St.  Michael’s  Catholic 
Parish.  Also,  he  was  associate 
clinical  professor  of  obstetrics  at 
Baylor  University  College  of  Med- 
icine. 

He  is  survived  by  his  wife,  Julia 
M.  Guest  Adam,  whom  he  married 
in  Houston  in  1936;  a son,  David 
R.  Adam  of  Lafayette,  La.;  a 
brother,  John  Adam  of  Marlin;  a 
sister,  Mrs.  C.  E.  Bancroft  of 
Houston,  and  a granddaughter, 
Julie  Guest  Adam  of  Lafayette,  La. 
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OAK  RIDGE  SANITARIUM 


FOR  NERVOUS  AND  MENTAL  DISEASES 

• All  modern  forms  of  individualized  treatment  for  psychoses,  psycho- 
neuroses, personality  disorders,  alcoholism  and  drug  addiction. 

• Diagnostic  procedures  including  electroencephalography. 

• Separate  air-conditioned  buildings  especially  designed  for  custodial 
patients  requiring  psychiatric  and  medical  care. 

Albert  D.  Pattillo,  M.  D.  David  Wade,  M.  D.  E.  B.  Baker 

Clinical  Director  Medical  Director  Administrator 

James  F.  Eades,  M.  D. 

Associate  Psychiatrist 

3200  South  First  Street  • Austin,  Texas  • Phone  GR  8-8494  or  HI  2-7818 
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AUSTIN  OFFICE:  Robert  F.  Reiman,  Representative 
3201  Clearview,  Austin  78703  Telephone:  512-472-9603 

DALLAS  OFFICE:  Gayle  Nelson  and  Arthur  F.  Ennis,  Jr.,  Representatives 
816  Medical  Arts  Building,  Dallas  75201  Telephone:  214-742-4980 

HOUSTON  OFFICE:  Richard  B.  Ross  and  Robert  F.  Reiman,  Representatives 
327  Hermann  Professional  Bldg.,  Houston  77025  Telephone:  713-523-1127 
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COMING  MEETINGS 


American  Medical  Association,  Annual 
Meeting,  Chicago,  June  26-30,  1966.  Dr. 
F.  J.  L.  Blasingame,  636  Dearborn,  Chi- 
cago 10,  Exec.  Vice  Pres. 

Texas  Medical  Association,  Austin,  Annual 
Session,  April  14-17,  1966.  C.  Lincoln 
Williston,  1801  N.  Lamar,  Austin,  Exec. 
Sec. 


FEBRUARY 

American  Academy  of  Allergy,  New  York, 
N.  Y.,  Feb.  19-23,  1966.  Mr.  J.  O.  Kelley, 
766  N.  Milwaukee  St.,  Milwaukee  2,  Exec. 
Sec. 

First  District  Society,  Dr.  Mario  Palafox, 
1220  N.  Stanton,  El  Paso,  Sec. 

Texas  Public  Health  Association,  Corpus 
Christi,  Feb.  20-24,  1966.  J.  N.  Murphy, 
Jr.,  P.  O.  Box  6192,  Austin  31,  Sec. 

MARCH 

American  Surgical  Association,  Boca  Raton, 
Fla,,  March  23-26,  1966.  Dr.  Harris  B. 
Shumacker,  Jr.,  1100  W,  Michigan,  In- 
dianapolis, Ind,,  Sec. 

Dallas  Southern  Clinical  Society  Conference, 
Dallas,  March  21-23,  1966.  Dr.  Oscar 
Marchman,  Jr.,  1314  Medical  Arts  Bldg., 
Dallas,  Dir, 

New  Orleans  Graduate  Medical  Assembly, 
New  Orleans,  March  7-10,  1966.  Dr.  Man- 
nie  D.  Paine,  Jr.,  1430  Tulane  Ave,,  New 
Orleans  12,  Exec.  Sec. 

Ninth  District  Society,  Humble,  March  17, 
1966,  Dr.  Bobby  Jones,  218  Main  Street, 
Houston,  Sec, 

South  Central  Association  of  Blood  Banks, 
San  Antonio,  March  17-19,  1966.  Miss 
Norma  M.  Bender,  3600  Florida  St,,  Baton 
Rouge,  La,,  Sec, 

Texas  Association  of  Obstetricians  and 
Gynecologists,  Austin,  March  12,  1966. 
Dr.  James  T.  Downs,  3707  Gaston  Ave- 
nue, Dallas,  Sec, 

Texas  Tuberculosis  Association,  San  An- 
tonio, March  24-26,  1966,  Mrs.  Pauline 
K.  Matthis,  2406  Manor  Road,  Austin, 
Exec.  Dir. 

National  and  Regional 

American  Academy  of  Dermatology,  Inc., 

Bal  Harbour,  Fla.,  Dec.  3-8,  1966.  Dr.  R. 
R.  Kierland,  Mayo  Clinic,  Rochester,  Sec. 

American  Academy  of  General  Practice, 

Boston,  Oct.  7-14,  1966.  Mr.  M,  F.  Cahal, 
Volker  Blvd.  at  Brookside,  Kansas  City 
12,  Exec.  Sec. 


American  Academy  of  Ophthalmology  and 
Otolaryngology,  Chicago,  111.,  Oct.  16-21, 
1966.  Dr.  W.  L.  Benedict,  15  2nd  St., 
S.W.,  Rochester,  Minn.,  Sec. 

American  Academy  of  Pediatrics,  Montreal, 
Canada,  April  25-27,  1966.  Dr.  E.  H. 
Christopherson,  1801  Hinman,  Evanston, 
III.,  Exec.  Dir. 

American  Association  for  Thoracic  Surgery, 

Vancouver,  B.  C..  May  16-18,  1966.  Dr. 
H.  T.  Bahnson,  Presbyterian  University 
Hospital,  Pittsburgh,  Pa.,  Sec. 

American  Association  of  Obstetricians  and 
Gynecologists,  Dr.  C.  L.  Randall,  100 
Meadow  Road,  Buffalo  16,  Sec. 

American  Association  of  Plastic  Surgeons, 

Cleveland,  Ohio,  April  27-30,  1966.  Dr. 
R.  M.  McCormack,  260  Crittenden  Blvd,, 
Rochester,  N.  Y.,  Sec. 

American  Cancer  Society,  Inc.,  New  York 

City,  Oct.  18-20,  1966.  Mr.  G.  Whittlesey, 
219  E.  42nd  St.,  New  York,  Sec. 

American  College  of  Allergists,  Chicago, 
April  25-29,  1966.  Dr.  John  D.  Gillaspie, 
2141  14th  St.,  Boulder,  Colo.,  Treas. 

American  College  of  Chest  Physicians,  Mr. 

M.  Kornfeld,  112  E.  Chestnut,  Chicago 
11,  Exec.  Dir. 

American  College  of  Gastroenterology,  Phil- 
adelphia, Oct.  23-26,  1966.  Mr.  D.  Weiss, 
33  W.  60th,  New  York  23,  Exec.  Dir. 

American  College  of  Nutrition,  Dr.  Robert 
A.  Peterman,  3 Craig  Court,  Totowa 
Borough,  N.  J.,  Sec. 

American  College  of  Obstetricians  and  G3nne- 
cologists,  Chicago,  May  2-5,  1966.  Mr.  D. 
F,  Richardson,  79  W.  Monroe,  Chicago  3, 
Exec.  Sec. 

American  College  of  Physicians,  New  York 
City,  April  18-22,  1966.  Dr.  E.  C.  Rose- 
now,  Jr.,  4200  Pine,  Philadelphia  4,  Exec. 
Dir. 

American  College  of  Radiology,  Mr.  W.  C. 
Stronach,  20  N.  Wacker,  Chicago  6,  Exec. 
Dir. 

American  College  of  Surgeons,  Annual 
meeting,  San  Francisco,  Oct.  10-14.  1966. 
Dr.  Samuel  P.  Harbison,  230  Lothrop 
St.,  Pittsburgh,  Sec. 

American  Congress  of  Physical  Medicine  and 
Rehabilitation,  San  Francisco,  Aug.  28- 
Sept.  2,  1966.  Mr.  Creston  C.  Herold,  30 

N.  Michigan,  Chicago  2,  Exec.  Dir. 

American  Dermatological  Association, 
Homestead,  Hot  Springs,  Va.,  April  14- 
19,  1966.  Dr.  Robert  R.  Kierland,  Mayo 
Clinic,  Rochester,  Minn.,  Sec. 


American  Gastroenterological  Association, 

Chicago,  May  26-28,  1966.  Dr.  David 

Cayer,  2240  Cloverdale  Ave.,  Winston- 
Salem,  N.  C.,  Sec. 

American  Gynecological  Society,  Hot 
Springs,  Va.,  June  2-4,  1966.  Dr.  C.  J. 
Lund,  260  Crittenden  Blvd.,  Rochester 
20.  N.  Y..  Sec. 

American  Heart  Association,  New  York 
City,  Oct.  21-25,  1966.  Mr.  Rome  A.  Betts, 
44  E.  23rd,  New  York  10,  Exec.  Dir. 

American  Hospital  Association,  Chicago, 
Aug.  29-Sept.  1,  1966.  Dr.  Edwin  L.  Cros- 
by, 840  North  Lake  Shore  Dr.,  Chicago 
11,  Sec. 

American  Medical  Women’s  Association, 
Dr.  Mary  A.  Sears,  M.  D.  Anderson  Hos- 
pital, Houston,  Sec. 

American  Neurological  Association,  Wash- 
ington, D.  C.,  June  13-15,  1966.  Dr.  M. 
D.  Yahr,  710  W.  168th,  New  York  32,  Sec. 

American  Proctologic  Society,  Cleveland, 

Ohio,  June  20-23,  1966.  Miss  Harriette 
Gibson,  320  W.  Lafayette,  Detroit  48226, 
Adm.  Sec. 

American  Public  Health  Association,  Inc., 

Dr.  B.  F.  Mattison,  1790  Broadway,  New 
York  19,  Exec.  Sec. 

American  Society  of  Anesthesiologists,  Phil- 
adelphia. Oct,  1-5,  1966.  Mr.  J.  W.  Andes, 
515  Busse  Highway,  Park  Ridge,  111., 
Exec.  Sec. 

American  Society  of  Clinical  Pathologists, 
Washington,  D.C.,  Sept.  16-22,  1966. 

Miss  Eleanor  F.  Larson,  445  Lake  Shore 
Drive,  Chicago  11,  Mgr. 

American  Thoracic  Society,  San  Francisco, 
May  23-26,  1966.  F.  W.  Webster,  1790 
Broadway,  New  York  19,  Exec.  Sec. 

Association  of  American  Physicians  and 
Surgeons,  Inc.,  Chicago.  April  1-2.  1966. 
Mr.  H.  E.  Northam.  185  N.  Wabash. 
Chicago  1,  Exec.  Dir. 

Gastrointestinal  Research  Forum,  Chicago. 
May  26,  1966.  Dr.  George  A.  Hallenbeck. 
Mayo  Clinic,  Rochester,  Minn.,  Sec, 
Gastrointestinal  Research  Group.  Dr.  George 
A.  Hallenbeck,  Mayo  Clinic,  Rochester. 
Minn.,  Sec. 

International  College  of  Surgeons,  Houston. 
May  1-5.  1966.  Stanley  E.  Henwood,  1516 
Lake  Shore  Dr.,  Chicago.  Sec. 
International  Medical  Assembly  of  South- 
west Texas,  S.  E.  Cockrell,  Jr..  202  V. 
French  Place,  San  Antonio.  Exec.  Sec. 
Medical  Society  of  United  States  & Jlexico. 
Tucson.  Ariz,,  Oct.  6-S.  1966.  Dr.  James 
Nauman.  1603  N.  Tucson  Blvd..  Tucson. 
Ariz..  Sec. 


Volume  62,  FEBRUARY,  7966 


103 


Private  Clinics  and  Hospitals,  Dallas,  Harry 
H.  Miller,  Gulf  Coast  Hospital,  Baytown, 
Sec. 

Radiological  Society  of  North  America,  Chi- 
cago, 111.,  Nov.  27-Dec.  2,  1966.  Mr.  M.  D. 
Frazer,  1744  S,  58th  St.,  Lincoln,  Neb., 
Sec. 

Southern  Medical  Association,  Mr.  R.  F. 
Butts,  2601  Highland,  Birmingham  5, 
Ala.,  Exec.  Sec. 

Southwest  Allergy  Forum,  Dr.  Edward  Eg- 
bert. 1501  Arizona  3-E,  El  Paso,  Sec. 

Southwestern  Medical  Association,  Wash- 
ington, D.  C.,  Nov.  14-17,  1966.  Robert 
F.  Butts,  2601  Highland  Ave. , Birming- 
ham, Ala.,  Exec.  Dir. 

Southern  Psychiatric  Association,  Memphis, 
Tenn.,  Oct.,  1966.  Dr.  Mark  A.  Griffin, 
Jr.,  Appalachian  Hall.  Asheville,  N.  C., 
Sec. 

Southern  Surgical  Association,  Boca  Raton, 
Fla.,  Dec.,  1966.  Dr.  George  Yeager,  314 
Medical  Arts  Bldg.,  Baltimore,  Md. 

South  Texas  District,  American  College  of 
Surgeons,  Dr.  August  Herff,  Jr.,  1526  Nix 
Professional  Bldg.,  San  Antonio,  Sec. 

Southwestern  Society  of  Nuclear  Medicine, 
Dr.  J.  R.  Maxfield,  Jr.,  2711  Oak  Lawn, 
Dallas,  Sec. 

Southwestern  Surgical  Congress,  Las  Vegas, 
Nev.,  April  18-21,  1966.  Dr.  R.  B.  How- 
ard, 301  Pasteur  Bldg.,  Oklahoma  City  3. 
Okla.,  Sec. 

United  States-Mexico  Border  Public  Health 
Association,  Saltillo,  Coahuila,  Mexico, 
June  6-10,  1966.  Dr.  Jorge  Jimenez- 

Gandica,  601  U.  S.  Court  House,  El 
Paso,  Sec. 


State 

Texas  Academy  of  General  Practice,  Hous- 
ton, Sept.  12-14,  1966.  Mr.  D.  C.  Jackson, 
1905  N.  Lamar,  Austin,  Exec.  Sec. 

Texas  Academy  of  Internal  Medicine,  Gal- 
veston, Dec.  3,  1966.  Dr.  Warren  W. 
Moorman,  901  W.  Leuda,  Port  Worth, 
Sec. 

Texas  Air-Medics  Association,  Austin.  April 
16-17,  1966.  Dr.  C.  F.  Miller,  Box  1338, 
Waco,  Sec. 

Texas  Association  for  Mental  Health,  Aus- 
tin, R.  w.  Shafer.  Jr.,  4004  N.  Lamar 
Blvd.,  Austin,  Exec.  Sec. 

Texas  Association  of  Public  Health  Physi- 
cians, Austin.  April  14,  1966.  Dr.  Fran- 
cine  Jensen,  Houston,  Sec. 

Texas  Chapter,  American  Academy  of  Pedi- 
atrics, Austin,  April  15,  1966.  Dr.  G.  K. 
Womack,  Baptist  Memorial  Hospital,  San 
Antonio,  Sec. 

Texas  Chapter,  American  College  of  Chest 
Physicians,  Austin,  April  17,  1966.  Dr. 
Rodger  G.  Smyth,  331  W.  Nueva  St.,  San 
Antonio,  Sec. 


Texas  Dermatological  Society,  Austin,  April 
14-17,  1966.  Dr.  A.  C.  Ressmann,  714 
Medical  Arts  Bldg.,  San  Antonio,  Sec. 

Texas  Diabetes  Association,  Austin,  April 

17,  1966.  Dr.  Leonard  R.  Robbins,  3618 
Yoakum.  Houston.  Sec. 

Texas  Division,  American  Cancer  Society, 
Mr.  C.  W.  Reimann,  6014  Bull  Creek 
Rd.,  Austin  3,  Exec.  Sec. 

Texas  Heart  Association,  Houston,  Sept.  16- 

18,  1966.  Mr.  E.  T.  Guy,  2480  Times  Blvd., 
Houston  6,  Exec.  Sec. 

Texas  Hospital  Association,  Dallas.  May  14- 
18,  1966.  O.  Ray  Hurst,  6225  U.  S.  High- 
way 290  E.,  Austin,  Exec.  Dir. 

Texas  Industrial  Medical  Association,  Aus- 
tin, April  14,  1966.  Dr.  James  K.  Stewart, 
P.  O.  Box  3311,  Beaumont,  Sec. 

Texas  Neuropsychiatric  Association,  Aus- 
tin, April  14-17,  1966.  Dr.  Jake  Peden, 
4646  Samuel  Blvd.,  Dallas,  Sec. 

Texas  Ophthalmological  Association,  Austin, 
April  14-16,  1966.  Dr.  J.  L.  Mims,  Jr., 
730  N.  Main,  San  Antonio,  Sec. 

Texas  Orthopaedic  Association,  Austin, 
April  16,  1966.  Dr.  Margaret  Watkins, 
3603  Fairmount,  Dallas,  Sec. 

Texas  Otolaryngological  Association,  Aus- 
tin, April  14-16,  1966.  Dr.  Norman 

Wright,  1422  Tyler,  Amarillo,  Sec. 

Texas  Pediatric  Society,  Fort  Worth,  Sept. 
29-Oct.  1,  1966.  Dr.  C.  E.  Gilmore,  811 
Bonham,  Paris,  Sec. 

Texas  Physical  Medicine  and  Rehabilitation 
Society,  Austin,  April  14,  1966.  Dr. 

Charles  Peterson,  1333  Moursund,  Hous- 
ton, Sec. 

Texas  Proctologic  Society,  Austin,  April  14, 
1966.  Dr.  T.  Melton,  636  Hermann  Pro- 
fessional Bldg.,  Houston,  Sec. 

Texas  Radiological  Society,  Dr.  H.  C.  Se- 
hested.  Medical  Arts  Bldg.,  Fort  Worth, 
Sec. 

Texas  Rehabilitation  Association,  D.  Pres- 
ton, 3700  Worth,  Dallas  10,  Sec. 

Texas  Rheumatism  Association,  Dr.  Homer 
R.  Goehrs,  509  West  26th,  Austin.  Sec. 

Texas  Society  of  Anesthesiologists,  Austin, 
April  16-17,  1966.  Dr.  Fred  P.  Thomas, 
2342  Maroneal,  Houston,  Sec. 

Texas  Society  of  Athletic  Team  Physicians. 
Austin.  April  14,  1966.  Dr.  Dan  Spivey. 
818  Frank  St..  Lufkin,  Sec. 

Texas  Society  of  Ophthalmology  and  Otolar- 
yngology, Dallas,  Dec.  2-3,  1966.  Dr.  Jack 
B.  Lee,  409  Camden  St.,  San  Antonio,  Sec. 

Texas  Society  of  Pathologists,  Inc.,  Dr. 
Jack  L.  Smith,  3155  Stagg  Drive,  Beau- 
mont. Sec, 


Texas  Society  of  Plastic  Surgeons,  Austin, 
April  14,  1966.  Dr.  John  Gannon,  1433 
Hermann  Prof.  Bldg.,  Houston,  Sec. 

Texas  Society  on  Aging,  Mrs.  Edith  De- 
Busk,  Rio  Grande  Bldg.,  Dallas,  Sec. 

Texas  State  Board  of  Examiners  in  Basic 
Sciences,  Mrs.  Betty  J.  Anderson.  1012 
State  Office  Bldg.,  Austin,  Exec.  Sec. 

Texas  State  Board  of  Medical  Examiners, 
Dr.  M.  H.  Crabb,  1714  Medical  Arts  Bldg., 
Fort  Worth,  Sec. 

Texas  State  Division,  International  College 
of  Surgeons,  Austin,  Ai)ril  14,  1966.  Dr. 
D.  H.  Smith,  1501-A  N.  De  Leon,  Vic- 
toria, Sec. 

Texas  Surgical  Society,  Austin,  April  3-5, 
1966.  Dr.  W.  B.  King,  Jr.,  2320  Colum- 
bus Ave.,  Waco,  Sec. 

Texas  Traumatic  Surgical  Society,  Austin 
April  14,  1966.  Dr.  J.  C.  Long,  806  W. 
8th,  Plainview,  Sec. 

Texas  Urological  Society,  Dr.  Grant  Beg- 
ley, 1415  Pennsylvania,  Fort  Worth,  Sec. 


District 

Third  District  Society,  Amarillo,  Oct.  29, 
1966.  Dr.  Louis  Devanney,  2209  W.  7th, 
Amarillo,  Sec. 

Seventh  District  Society,  Dr.  R.  Lucas,  602 
W.  13th,  Austin,  Sec. 

Eighth  District  Society,  Dr.  Weldon  G.  Kolb, 
421  S.  Oak,  La  Marque,  Sec. 

Tenth  District  Society,  Dr.  I.  M.  Richman, 
3280  Fannin,  Beaumont,  Sec. 

Eleventh  District  Society,  Tyler,  Spring, 
1966.  Dr.  Lucy  Mathis,  107  Redland  Lane, 
Palestine,  Sec. 

Twelfth  District  Society,  Dr.  Walker  Lea. 
Scott  and  White  Clinic,  Temple,  Sec. 

Thirteenth  District  Society,  Fort  Worth, 
Spring,  1966.  Dr.  W.  H.  Neil.  1217  W. 
Cannon,  Fort  Worth,  Sec. 


Clinics 

Blackford  Memorial  Lectures,  Denison, 

Sept.,  1966,  Dr.  Fred  W.  Shelton,  600  N. 
Highland  Ave.,  Sherman,  Chm. 

Oklahoma  City  Clinical  Conference,  Okla- 
homa City,  Okla.,  Oct.  24-26,  1966.  Miss 
Alma  F.  O’Donnell,  503  Medical  Arts 
Bldg.,  Oklahoma  City  2,  Exec.  Sec. 

Postgraduate  Medical  Assembly  of  South 

Texas,  Houston,  July  18-20,  1966.  Mrs. 
W.  H.  Dahme,  209  Jesse  H.  Jones  Library 
Bldg.,  Houston  25,  Exec.  Sec. 

Southwest  Regional  Cancer  Conference, 

Tony  W.  Halbert,  905  5th  Ave.,  Fort 
Worth,  Sec. 
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Corbett,  Il|uirl;tn90,^mttl][  iMpmorial  Sfospital 

Anil  ©nrbett  Cltntc 

306  Coleman  Street  fKarlin  ®exaa  Telephone:  WE  6-3561 

Post  Office  Box  60 


GENERAL  SURGERY 
Howard  O.  Smith.  M.D.,  F.A.C.S. 

A.  C.  Bennett.  M.D..  F.A.C.S. 

D.  R.  Swetland.  M.D..  F.A.C.S. 
Howard  L.  Smith.  M.D..  F.A.C.S. 

INTERNAL  MEDICINE 
J.  B.  Barnett.  M.D.* 

W.  F.  McKinley.  Jr..  M.D. 

James  S.  Bussell,  M.D. 


EYE.  EAR.  NOSE  AND  THROAT 
E.  P.  Hutchings.  M.D.,  F.A.C.S. 
c.  W.  Hughes.  M.D. 


ALLERGY 

Walter  S.  Smith.  M.D. 

OBSTETRICS  AND  PEDIATRICS 
M.  A.  Davison.  M.D..  F.A.C.O.G. 
W,  L.  Reese,  M.D.,  F.A.C.O.G. 

RADIOLOGY 

J.  M.  Brown.  M.D.,  F.A.C.R. 

PATHOLOGY 
W.  W.  Klatt,  M.D. 

Ronald  E.  Henderson.  Jr..  M.D. 


UROLOGY 

Howard  O.  Smith,  M.D.,  F.A.C.S. 

DENTISTRY 

B.  E.  Latimer,  D.D.S. 

NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 

DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 
Administrator : 

J.  D.  Norris,  Jr. 

Superintendent  of  Nurses; 

Ruby  Lowrance,  R.N. 


Howard  0.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  189S. 


The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 
other  forms  of  physical  therapy  as  an  adjunct  in  the  treatment  of  arthritis  and  allied  rheumatic 
conditions. 


♦Expired  5-27-62. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 

4105  Live  Oak  Street  DALLAS,  TEXAS  Telephone  TA  3-4151 


♦Geo.  M.  Underwood,  M.D.,  F.A.C.P.,  Diagnosis  & Gastro- 
enterology,  D.A.B.  Internal  Medicine  & Gastroenterology 

P.  E.  Luecke,  Sr.,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 
G.  A.  Davidson,  B.S.,  M.D.,  Dermatology 
•Wm.  H.  Potts,  B.A.,  M.D.,  F.A-C.P.,  Internal  Medicine 
Sydney  S Baird,  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 
♦Ozro  T.  Woods,  M.D.,  Surgery,  Emphasizing  Tumors 
Richard  M.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal 
Medicine 

L.  E.  Darrough,  M.D.,  D.A.B.O.,  Otolaryngology  & Bron- 
choscopy 

J.  Wilbur  Bourland,  Jr.,  M.D.,  Obstetrics  & Gynecology 
Harry  M.  Spence,  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 
Wells  M.  Wade,  D.D.S.,  Dental  Surgery 

Halcuit  Moore,  M.D.,  F.A.A.P.,  Pediatrics,  Diplomate  Ameri- 
can Board  Pediatrics 

John  B.  Bourland,  M.D.,  Gynecology  & Obstetrics, 

Diplomate  American  Board  OB-GYN 

Raymond  W.  Burford,  M.D.,  D.A.B.R.,  Radiology 

Euss  B.  Graham,  M.D.,  F.A.C.S.,  D.A.B. O.S., 

Orthopedic  Surgery 

Henry  G.  Montgomery,  M.D.,  F.A.C.S.,  D.A.B. S.,  Surgery 
Edwin  M.  Cleveland,  M.D.,  Internal  Medicine 


John  B.  Allen,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 
R.  M.  Burnside,  M.D.,  D.A.B.O.,  Ophthalmology 
Adam  D.  Green,  M.D.,  Surgery 
Morris  E.  Magers,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 

B.  Celia  Slaughter,  M.D.,  F.A.A.P.,  Pediatrics,  Diplomate 
American  Board  Pediatrics 

Livius  U.  Lankford,  M.D.,  D.A.B.O.S.,  Orthopedic  Surgery 
D.  W.  Shuster,  M.D.,  D.A.B.O.,  Otolaryngology  and 
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Medicine’s  Traditions  Kept 
In  Mental  Health  Plan 

AFTER  A TWO-YEAR  study  of  the  need  for, 
and  possible  means  of  providing  comprehensive 
mental  health  services,  the  Texas  Plan  for  Mental 
Health  was  evolved  by  116  Texas  leaders.  Enacted 
into  law  by  the  59th  Legislature  in  1965,  the  Plan 
has  a new  philosophy — to  find  the  mentally  ill, 
mentally  retarded,  emotionally  disturbed,  and  psy- 
chologically troubled  in  their  home  communities, 
treat  them  as  close  to  home  as  possible,  and  assist  the 
community  to  share  in  the  responsibility  for  this 
care.  Implied  also  is  federal  sharing  of  responsibility 
with  the  state  and  community. 

This  is  a departure  from  the  tradition  of  state 
responsibility,  but  without  doubt  this  nearer-to- 
home  approach  is  superior  to  “shipping  off”  patients 
to  some  distant  facility.  This  approach  is  closer 
to  medicine’s  traditional  and  all-important  attitude 
— a personal  doctor-patient  relationship — and  will 
inevitably  lead  to  more  and  smaller  psychiatric  in- 
stitutions and  special  schools  for  the  mentally  re- 
tarded, and  other  types  of  programs  which  are 
preferable  to  large  institutions.  It  is  now  generally 
accepted  that  the  physician  needs  assistance  in 
the  long  and  comprehensive  rehabilitation  task.  The 
retarded  need  special  educational  techniques  and 
rehabilitation.  The  rapid  growth  of  our  state’s 
population  has  only  been  exceeded  by  the  rate 
of  admission  of  the  mentally  retarded  to  our  special 
schools.  The  admission  rate  of  the  mentally  ill  has 
fallen  annually  for  ten  years,  but  many  more  per- 
sons are  now  treated  with  newer  techniques  wliich 
do  not  require  prolonged  therapy. 

A burgeoning  citizen  interest  in  communities  de- 
siring comprehensive  mental  health  and  mental  re- 
tardation centers  makes  it  necessary  for  physicians 
in  all  specialties  to  turn  their  attentions  to  this 
insistent  problem. 

Physicians  must  assume  leadership  in  county 
mental  health  and  mental  retardation  activities  for 
many  reasons.  Obviously,  all  of  these  patients  need 
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thorough  health  examinations,  comprehen- 
sive clinical  workups  with  special  emphasis 
on  psychiatric  and  neurological  examina- 
tions, and  skillful  medical  and  surgical  treat- 
ment of  correctable  physical  disorders. 

To  provide  the  essential  continuity  of  high 
quality  medical  care,  the  physician,  in  ad- 
dition to  the  medical  evaluations,  must  re- 
main involved  with  the  patient  through 
knowledge  of  the  patient’s  family  back- 
ground, and  his  problems  in  living  and 
coping  with  stress.  In  short,  the  physician 
needs  the  full  picture  of  the  patient  from 
the  beginning  of  symptoms  to  the  com- 
pletion of  care.  The  patient  certainly  needs 
the  full  participation  of  medicine  and  all 
of  its  specialties. 

— Shervert  H.  Frazier,  Jr.,  M.D., 
Commissioner,  Department  of  Men- 
tal Health  and  Retardation,  Austin. 


Physicians,  Nursing  Homes, 

And  Medicare 

The  full  role  of  the  nursing  home  un- 
der  Medicare  cannot  be  accurately  known 
until  after  Jan.  1,  1967,  the  date  when  nurs- 
ing home  or  extended  care  benefits  start. 

The  role  of  the  physician  will  and  must 
continue  to  grow  as  nursing  homes  evolve 
into  their  rightful  place  as  an  integral  part 
of  the  total  health  team.  The  physician  is 
the  key  figure  in  determining  utilization  of 
health  services.  Under  the  new  law,  the  phy- 
sician must  decide  upon  admission  to  a hos- 
pital and  the  subsequent  transfer  to  the 
nursing  home,  order  tests,  drugs,  and  treat- 
ments, and  determine  the  length  of  stay. 
Payment  from  the  fiscal  intermediary  will 
be  made  only  if  a physician  certifies  the 
medical  necessity  of  the  services  furnished. 

For  post-hospital  extended  care,  a physi- 
cian must  certify  that  the  care  is  required 
because  the  individual  needs  skilled  nursing 
care  on  a continuing  basis  for  a condition 
for  which  he  was  receiving  hospital  services 
prior,  to  transfer  to  the  nursing  home. 

The  physician  will  assume  a vital  role  in 
the  utilization  review  committees  required 
by  this  new  law.  Utilization  review  is  new 
to  the  nursing  home  administrator  and  he 


will  be  calling  on  the  physician  for  guidance. 
A change  in  the  procedure  and  activities  of 
nursing  homes  may  evolve  from  this  legisla- 
tion. Medicare  benefits  are  for  short-term 
care  for  acute  conditions,  whereas  current 
nursing  home  patients  generally  require 
long-term  care  for  chronic  conditions. 

The  average  stay  in  a Texas  nursing  home 
is  18-21  months.  Maximum  Medicare  bene- 
fits are  for  100  days,  with  only  20  of  these 
being  fully  paid  for  by  Medicare.  For  the 
remaining  possible  stay  of  80  days,  the  pa- 
tient must  pay  $5  per  day. 

How  many  Texas  nursing  homes  will  par- 
ticipate under  Medicare?  Until  the  Social  Se- 
curity Administration  and  the  Public  Health 
Service  agree  on  the  prescribed  conditions 
for  participation  (they  were  working  on  the 
sixth  draft  of  conditions  when  this  article 
was  written)  no  one  can  make  an  accurate 
estimate.  Unless  a large  number  of  regis- 
tered nurses  become  immediately  available, 
there  will  be  approximately  225  participa- 
ting Texas  nursing  homes  because  of  the 
requirements  that  one  RN  must  direct  the 
nursing  service  and  that  her  assistants 
around  the  clock  must  be  licensed  vocational 
nurses  who  are  graduates  of  State-approved 
schools  (thus  eliminating  the  practical  nurse 
whose  examinations  were  waivered  when 
the  Licensed  Vocational  Nurse  Act  went  into 
effect) . 

The  Medical  Care  Administration  Services 
Section  of  the  Texas  State  Department  of 
Health  will  have  the  responsibility  in  Texas 
for  certifying  whether  or  not  nursing  homes 
can  participate  in  the  Medicare  program. 

In  Texas,  there  are  approximately  735 
licensed  nursing  homes,  with  36,518  patient 
beds,  and  another  140  custodial  homes.  Dur- 
ing 1965,  74  new  nursing  and  custodial  homes 
were  licensed.  Currently,  there  are  57  new 
homes,  containing  2,543  beds,  under  con- 
struction. There  is  not  a shortage  of  nursing 
homes  or  nursing  home  beds  in  our  state,  but 
there  is  a severe  shortage  of  professional  help 
needed  to  meet  the  requirements  of  the  law. 
The  type  of  personnel  needed  to  meet  the  re- 
quirements being  discussed  by  the  SSA  and 
PHS  are  registered  physical,  occupational, 
and  si>eech  therapists ; registered  nurses ; so- 
cial workers ; American  Diatetic  Association- 
qualified  dieticians;  licensed  vocational 
nurses;  and  medical  records  librarians. 

To  qualify  as  an  extended  care  facility 
within  the  meaning  of  the  law,  an  institu- 
tion must: 
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1.  Have  a transfer  agreement  with  one  or 
more  qualified  hospitals. 

2.  Be  primarily  engaged  in  providing 
skilled  nursing  care  and  related  services,  or 
rehabilitation  services,  for  injured,  disabled, 
or  sick  persons. 

3.  Have  policies  to  govern  its  services  de- 
veloped with  the  advice  of  (and  periodically 
reviewed  by)  a professional  group  including 
one  or  more  physicians  and  one  or  more  reg- 
istered professional  nurses. 

4.  Have  a physician,  a registered  profes- 
sional nurse,  or  a medical  staff  responsible 
for  the  execution  of  such  policies. 

5.  Have  a requirement  that  every  patient 
be  under  the  care  of  a physician. 

6.  Provide  for  having  a physician  avail- 
able to  furnish  medical  care  in  case  of  emer- 
gency. 

7.  Maintain  clinical  records  on  all  patients. 

8.  Provide  24-hour  nursing  service  suf- 
ficient to  meet  the  needs  of  its  policies,  and 
have  at  least  one  registered  professional 
nurse  employed  full  time. 

9.  Provide  appropriate  methods  and  pro- 
cedures for  dispensing  and  administering 
drugs  and  biologicals. 

10.  Have  a utilization  review  plan.  This 
plan  provides  for  review  of  admissions,  dura- 
tion of  stay,  and  professional  services  with 
respect  to  medical  necessity  for  the  services 
and  efficient  use  of  the  facilities.  A review 
committee  consists  of  at  least  two  physicians. 
(The  committee  also  may  include  profession- 
al nurses  and  medical  social  workers.  For  a 
relatively  small  institution,  as  a nursing 
home,  the  committee  probably  would  be 
chosen  from  an  outside  source,  perhaps  the 
local  medical  society  and  some  or  all  the  hos- 
pitals and  extended  care  facilities  in  the 
locality.) 

11.  Meet  such  other  conditions  relating  to 
the  health  and  safety  of  patients  as  the  Sec- 
retary of  Health,  Education,  and  Welfare 
may  find  necessary. 

I feel  that  the  main  benefit  of  Medicare 
for  nursing  homes  will  be  an  increase  in  pri- 
vate patients.  True,  many  nursing  homes  will 
care  for  Medicare  patients,  but  I believe  the 
number  will  be  small  in  comparison  to  the 
total  number  of  beds  in  Texas.  Due  to  the 
increasing  demands  for  hospital  beds,  there 
should  be  an  increase  in  the  number  of  pa- 
tients transferred  from  hospitals  to  nursing 
homes.  Hospital  beds  thus  can  be  more  effi- 
ciently utilized.  This  again  will  be  a change ; 
most  new  nursing  home  patients  now  come 
from  private  residences. 


What  is  the  future  of  the  nursing  home? 
Nursing  homes  will  be  recognized  as  an  im- 
portant part  of  the  health  care  field,  whether 
or  not  they  participate  in  Medicare.  Nurs- 
ing home  personnel  will  contribute  to  the 
strengthening  of  local  and  state  public  health 
regulations,  not  only  to  the  upgrading  of 
standards,  but  to  the  overall  protection  and 
promotion  of  good  health  in  the  community. 

It  will  be  the  aim  of  the  nursing  home  pro- 
fession to  make  available  to  the  elderly  the 
best  of  nursing  care  under  the  guidance  of 
the  patient’s  personal  physician,  or  in  keep- 
ing with  the  basic  tenet  of  comprehensive 
patient  care — the  right  patient  in  the  right 
place  at  the  right  time — under  professional 
direction  and  leadership. 

— John  M.  Crawford,  Jr.,  Austin, 
Executive  Director, 
Texas  Nursing  Home  Association. 


Ties  That  Bind  ACS,  TMA 

Some  years  ago.  Dr.  John  F.  Thomas^ 
and  Dr.  J.  Layton  Cochran-  wrote  articles 
in  these  pages  about  the  American  Cancer 
Society  and  its  importance  to  the  Texas  Med- 
ical Association.  In  times  such  as  these,  it 
may  be  appropriate  to  reiterate  the  ties  that 
volunteer  organizations  have  to  the  Texas 
Medical  Association,  and  the  importance  to 
TMA  of  continued  support  of  volunteer 
health  organizations  in  which  practicing 
physicians  play  such  an  important  role. 

Such  organizations  are  perhaps  the 
last  outposts  for  working  with  large  groups 
of  people  in  health  matters  on  a voluntaiy 
basis.  In  this  area,  no  county  medical  so- 
ciety can  afford  to  let  other  groups  usurp 
the  places  reserved  for  the  local  practicing 
physicians  on  each  American  Cancer  Society 
Unit’s  Board  of  Directors. 

Since  1946,  when  the  Texas  Division  of 
the  American  Cancer  Society  was  founded, 
progress  has  been  made  in  four  main  areas : 

( 1 ) greater  research  and  fellowship  grants : 

(2)  better  service  to  cancer  patients;  (3)  an 
increasing  flow  of  information  on  latest  can- 
cer progress  and  treatment;  and  (4)  a stead- 
ily expanding  public  information  program  to 
help  the  doctor  see  tlie  patient  earlier. 

In  January  and  February,  in  their  first 
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cooperative  venture  in  outdoor  advertising, 
the  American  Cancer  Society  and  the  Texas 
Medical  Association  displayed  billboards 
throughout  the  state.  Last  year,  more  than 
1,500  physicians  and  dentists  attended 
American  Cancer  Society-supported  meet- 
ings on  oral  cancer.  This  year,  through  ef- 
forts of  the  American  Cancer  Society,  the 
Academy  of  General  Practice,  and  county 
medical  societies.  Academy  chapter  pro- 
grams on  cancer  of  the  colon  and  rectum 
will  be  presented  to  practicing  physicians 
throughout  the  state. 

The  American  Cancer  Society  deserves  sup- 
port from  county  medical  society  members, 
and  we  hope  that  you  will  do  what  you  can 
locally  to  support  these  programs. 

— A.  B.  Goldston,  M.D.,  Amarillo,  President, 

Texas  Division,  American  Cancer  Society. 
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Postgraduate  Education— 

A New  Concept 

Since  the  advent  of  computers,  the 
medical  world  has  gained  greater  insight 
into  the  processes  of  learning,  analyzing 
data,  and  making  interpretations  of  that  in- 
formation in  the  human  brain.  Unlike  com- 
puters, which  depend  on  specific  sources  of 
programmed  information,  the  human  brain 
can  receive  educational  material  from  many 
sources:  vision,  hearing,  smelling,  and 
through  other  important  proprioceptors  of 
the  nervous  system. 

Medical  schools  use  this  total  technique  in 
the  education  of  the  medical  student  through 
lectures,  visual  education,  bedside  teaching, 
and  the  performance  of  many  diagnostic  pro- 
cedures. Thus,  the  medical  student  receives 


divergent  facts,  combines  them,  and  inter- 
prets them  into  either  a new  fact  or  applies 
the  combined  knowledge  into  his  daily  prac- 
tice. After  graduation  from  medical  school, 
the  assimilation  of  new  ideas  or  facts  is 
gained  mostly  through  experience  and  the 
isolated  reading  possible  for  the  busy  prac- 
titioner. Lectures  at  medical  meetings  are 
many  times  either  purely  statistical,  a pres- 
entation of  unusual  cases,  or  slanted  views 
of  the  speaker’s  particular  experience.  The 
increase  in  panel  or  forum  discussions  in  re- 
cent years  allows  greater  scope. 

In  late  1964,  Baylor  University  College  of 
Medicine  in  Houston  instituted  a new  post- 
graduate school.  At  present,  this  course  is 
limited  to  persons  practicing  internal  med- 
icine, pediatrics,  and  surgery  and  to  grad- 
uates of  Baylor.  However,  plans  are  being 
made  to  expand  the  school  into  other  fields, 
such  as  orthopedics,  obstetrics,  and  gyne- 
cology. Later  courses  will  be  extended  to 
graduates  of  other  schools  of  medicine. 

The  unique  feature  of  the  courses  is  that 
there  are  no  set  dates;  courses  run  continu- 
ally all  year  long.  Other  university  schools 
have  excellent  programs  but  they  have  spe- 
cific course  dates.  Thus  the  practicing  phy- 
sician must  arrange  his  schedule  to  fit  the 
course  date,  which  is  often  impossible,  or 
after  registering,  emergencies  arise  which 
demand  delays  or  postponement.  At  Baylor, 
he  need  only  contact  the  school  by  letter  or 
telephone  approximately  one  week  to  ten 
days  prior  to  his  arrival  date,  and  his  sched- 
ule can  be  arranged  for  one  week  or  longer, 
depending  upon  the  physician’s  available 
time. 

The  program  makes  use  of  all  of  the  meth- 
ods of  teaching  available  to  the  on-campus 
medical  student.  The  facilities  of  Baylor, 
Ben  Taub  General  Hospital,  Methodist  Hos- 
pital, Texas  Children’s  Hospital,  Jefferson 
Davis  Hospital,  and  the  Veterans  Adminis- 
tration Hospital  are  the  sites  of  conferences, 
lectures,  bedside  case  instruction,  and  clinics. 

The  sections  on  internal  medicine  and 
pediatrics  are  most  interesting.  The  staff, 
including  Dr.  Raymond  Pruitt,  chairman  and 
professor  of  medicine,  and  Dr.  Russell  Blatt- 
ner,  chairman  and  professor  of  pediatrics, 
down  to  the  junior  medical  students,  soon 
dispels  any  qualms  that  a physician  who  has 
been  away  from  school  for  five  to  ten  years 
might  have  about  returning  to  the  Ivory 
Palaces.  All  are  eager  to  assist  the  post- 
graduate student  in  updating  his  educational 
material  and  in  solving  any  problems  with 
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new  concepts  of  diagnosis,  treatment,  and 
management  that  relate  to  his  own  practice. 
A wide  variety  of  medical  entities  can  be 
studied  thoroughly.  For  example,  a patient 
with  a hematological  disorder  may  be  seen 
at  the  bedside  where  complete  history,  physi- 
cal examination,  and  laboratory  data  are 
available.  Examination  is  made  of  blood  slides 
and  any  other  tissue  from  biopsy  or  surgery, 
followed  by  conferences  with  residents  and 
students  to  discuss  the  many  facets  of  the 
disorder  and  the  other  diseases  relating  to  it. 

The  lectures  offer  an  excellent  chance  to 
note  progress  in  any  given  field  of  medicine ; 
they  review  the  basic  fundamentals  which 
the  postgraduate  student  has  already  learned, 
in  addition  to  an  extensive  survey  of  litera- 
ture and  presentation  of  presently  accepted 
concepts. 

The  clinics  afford  the  student  a chance  to 
see  many  types  of  cases  which  are  new  or  to 
refresh  his  ability  to  recognize  less  frequent- 
ly seen  diseases.  They  also  provide  informa- 
tion on  changing  local  patterns  in  types  of 
disease — changes  caused  by  rural  egress, 
which  may  not  have  been  present  even  five 
years  previously.  It  is  interesting  that  in 


any  given  locality,  physician  management  of 
diseases  may  not  vary  much.  Discussing 
management  in  the  clinics  and  conferences 
affords  a chance  to  acquire  new  ideas  in  this 
field  of  medical  practice. 

The  outstanding  feature  of  this  school  is 
the  wide  choice  of  specialty  interests  avail- 
able in  medicine,  pediatrics,  and  surgery. 
The  physician  can  request  more  time  in  cer- 
tain fields  as  hematology,  gastrointestinal 
diseases,  infectious  diseases  or  many  other 
subspecialties.  In  this  way,  he  can  tailor  his 
course  to  suit  his  needs,  as  reflected  in  any 
special  problems  or  areas  of  interest  that 
he  might  find  in  his  own  locality. 

Finally,  arrangements  have  been  made 
with  the  American  Academy  of  General 
Practice  to  award  Category  I credit  for  the 
postgraduate  courses,  including  internal  med- 
icine, 28%  hours  per  week;  pediatrics,  29 
hours;  and  surgery,  35i^  hours. 

This  new  concept  in  postgraduate  educa- 
tion offers  an  excellent  way  to  update  previ- 
ously learned  medical  knowledge  as  well  as 
to  learn  new  ideas  and  concepts  in  the  total 
management  of  patients. 

— Herbert  T.  Smith,  M.D.,  La  Grange. 


Cannibal  Sandwich  Not  Harmful 

A cannibal  sandwich  is  not  harmful  if  the  raw  chopped  beef  is 
fresh  and  uncontaminated,  says  nutritionist  Jeanine  Swaim  of  Chi- 
cago in  the  Journal  of  the  American  Medical  Association . She 
warns,  however,  that  the  beef  tapeworm  can  be  transmitted  to 
man.  Beef  can  also  become  contaminated  with  staphylococci,  trans- 
mitted by  meat  handlers,  or  salmonellae,  bacteria  causing  familiar 
symptoms  of  food  poisoning.  A person  with  a liking  for  raw  beef 
should  buy  only  inspected  meat  that  is  freshly  cut  and  ground  in  his 
presence,  or  at  home.  The  meat  should  be  promptly  refrigerated  and 
eaten  within  24  hours.  Meat  surfaces  should  not  be  washed,  since 
moisture  encourages  bacterial  spread. 
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METAHYDRIN  (trichlormethiazide) 
is  prescribed  by  physicians  because  it 
not  only  approximates  the  diuretic 
efficacy  of  parenteral  meraiiuride 
injection  . . . but,  it  is  the  least  expensive 
of  all  “brand-name"  thiazides.  Therefore, 
when  you  prescribe  METAHYDRIN 
(trichlormethiazide)  your  patients  receive 
the  thiazide  diuretic  that  removes  a little 
more  salt  and  water  than  earlier 
thiazides,  with  relatively  less  loss  of 
potassium  . . . and,  it's  therapy  they  can 
more  easily  afford  . . . only  pennies  a day. 


METAHYDRIN^ 

(trichlormethiazide) 

oral  diuretic 

Dosage:  One  2 or  4 mg.  tablet 
once  or  twice  dally. 

Precautions:  As  with  all  effective 
diuretics,  vigorous  therapy  may  produce 
electrolyte  depletion.  Patients  with 
severely  reduced  renal  function  should 
be  observed  carefully  since  thiazides 
may  be  contraindicated.  Care  should 
be  taken  with  patients  predisposed  to 
diabetes  or  gout.  Patients  with  a 
tendency  to  potassium  deficiency,  as  in 
hepatic  cirrhosis  or  diarrheal  syndromes, 
or  those  under  therapy  with  digitaiis, 

ACTH,  or  certain  adrenal  steroids,  also 
should  be  watched  carefully. 

Side  Effects:  Nausea,  flushing, 
constipation,  skin  rash,  muscle  cramps 
and  gastric  discomfort  have  occasionally 
been  noted;  rarely  thrombocytopenia 
and  bone  marrow  depression, 
photosensitivity,  cholestatic  jaundice, 
pancreatitis,  perimacular  edema,  gout 
and  diabetes  have  been  caused  by 
the  administration  of  thiazides. 
Contraindications:  Complete  renal 
shutdown;  rising  azotemia  or 
development  of  hyperkalemia  or 
acidosis  in  severe  renal  disease; 
demonstrated  hypersensitivity. 

How  Supplied:  Bottles  of  100  and 
1000  tablets. 

LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 


LAKESIDE 


PRODUCTS 
FOR  PATIENTS 
YOU  SEE 
EVERY  DAY 
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Successful  Anuual  Session 
Takes  Inteusive  Planning 


The  Annual  Session  of  the  Texas  Medical  Association  does 
not  just  happen.  This  meeting  is  the  climax  of  one  year's  activi- 
ties, and  the  amount  of  work  and  planning  that  goes  into  its 
production  is  fantastic.  Primary  responsibility  for  working  out 
the  format  and  the  details  lies  with  the  Council  on  Annual 
Session. 

This  Council,  under  the  leadership  of  Dr.  Herman  C. 
Sehested  of  Fort  Worth,  meets  three  and  sometimes  four  times 
per  year.  The  first  of  these  two-day  meetings  is  held  shortly 
after  the  Annual  Session,  and  the  first  day  is  devoted  to  a cri- 
tique. Attendance  statistics  for  each  separate  function  are 
compared  with  those  of  previous  years  to  determine  comparative 
acceptance  of  each  event.  Council  members  have  been  alert  during 
the  entire  Session,  and  their  individual  evaluations  are  heard. 
The  next  day,  section  officers  are  briefed  on  the  ground  rules 
for  section  meetings. 

Thereafter,  the  Council  meets  at  intervals  to  confirm 
commitments  for  speakers  for  the  various  sections  and  luncheons  ; 
many  commitments  are  made  two  years  ahead.  Also,  agreements  are 
reached  concerning  sharing  of  speakers  by  the  various  groups  so 
that  each  guest  speaker  will  have  a wide  audience. 

Intricate  details  of  coordinating  meetings  of  35  to  40 
different  groups  are  worked  out.  Traffic  flow  between  various 
activities  is  considered  ; charts  of  meeting  areas  are  studied 
and  room  assignments  are  made,  taking  into  account  many  variable 
factors  involved. 

In  January,  the  exact  format  of  each  activity  is  presented 
by  the  section  officers.  After  study  of  the  total  program,  and  of 
each  function,  the  Council  makes  any  necessary  last-minute 
alterations.  The  final  plans  are  then  presented  to  the  central 
office  staff  ; they  translate  the  plan  into  action.  All  the  while, 
arrangements  with  hotels  in  the  host  city  have  been  under  way. 
The  chairman  of  the  Committee  on  General  Arrangements  from  the 
host  county  society,  who  has  attended  each  Council  meeting, 
begins  working  with  his  local  committee  and  presto,  you  have 
an  Annual  Session. 

Thousands  of  man-hours  have  gone  into  the  production  of 
the  Annual  Session  Program  printed  in  the  blue  section  of  this 
issue.  It  was  planned  from  start  to  finish  with  you  in  mind.  I 
hope  you  can  all  attend,  for  there  will  be  something  of  interest 
for  everyone. 


VO  , 

President 
Texas  Medical  Association 
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...  But  Only  the  Cost  of 
the  Car 


The  10  year  improvement  record  of  your  T.M.A.  Group  Plan 

'59  1 5%  bonus  paid  on  claims  under  the  3 year  sickness  plan 

'60  3 year  sickness  plan  extended  to  a 5 year  sickness  plan 
'60  20%  bonus  paid  on  claims  under  the  5 year  sickness  plan 


Both  Have  Had  Many 
Improvements  in  the 
Last  10  Years... 


10th 


ANNIVERSARY 


Medical  Association 

GROUP 

DISABILITY 

INSURANCE 

PROGRAM 


I 


j 


'61  Cash  dividend  of  $155,000  distributed  pro  rata  to  all  Insured 
Members 

'61  20%  bonus  on  claims  under  the  5 year  sickness  plan 

'62  Cash  dividend  of  $154,000  distributed  pro  rata  to  all  Insured 
Members 

'63  Long-term  sickness  benefits  added  to  the  5 year  sickness  plan 

'63  Cash  dividend  of  $ 1 66,000  distributed  pro  rata  to  ail  Insured 
Members 

'64  Coverage  for  private  flying  added  to  all  policies 

'64  Cash  dividend  of  $195,000  distributed  pro  rata  to  all  Insured 
Members 

'65  Cash  dividend  of  $170,000  distributed  pro  rata  to  all  Insur^d^ 
.Members, 

r/j 


■i 


Investigate  This  Proven  Plan  . . . Broad,  Dependable  Coverage  . . . Low  Group  Rates 





ADMINISTERED  BY 


UNDERWRITTEN  BY 


\ Charles  0.  Finley  & Company 

\ 1905  N.  LAMAR  BLVD.  AUSTIN,  TEXAS  ' 


\ 


L 


Lumbermens  Mutual  Casualty  Co.  \ 

CHICAGO,  ILLINOIS 
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GEORGE  IV  H.  C.  HERR- 
MANN, a weekend  black- 
smith, repairs  his  own  instru- 
ments, makes  ornaments, 
toys,  and  furniture,  and 
teaches  his  son  creative  use 
of  time,  tools,  and  talent.  Al- 
lergy to  Screwworm  Fly 
Dust;  A New  Occupational 
Disease,  p.  36. 


CHARLES  M.  PARKER,  public 
health  official  at  Wichita 
Falls,  is  author  of  Sentinels 
for  Encephalitis,  p.  40. 
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R.  H.  RIGDON,  professor  of 
pathology  at  the  University 
of  Texas  Medical  Branch,  is 
senior  author  of  Rickettsial 
Infections  in  Texas;  Case  Re- 
port of  Spotted  Fever,  p.  43. 


MAC  BRANNEN  and  his  co- 
author, M.  ALLEN  FORBES, 
JR.,  practice  dermatology  in 
Austin.  They  investigated 
Salicylate  Sensitivity,  p.  58. 


JAMES  A.  HALL,  Dallas  psy- 
chiatrist, was  a journalism 
student  and  humor  magazine 
editor  during  his  undergrad- 
uate years.  Combining  his 
training  as  a physician  and 
writer,  he  gives  a down-to- 
earth  review  of  Rehabilita- 
tion of  Mental  Patients:  Em- 
ployers’ Problems,  p.  50. 


ERNEST  C.  ANDREWS,  now 

a resident  in  surgery  in  San 
Antonio,  formerly  was  in  gen- 
eral practice  at  the  Fred- 
ericksburg Hospital  and 
Clinic.  His  coauthors  are  on 
its  staff.  Mucocele  of  the 
Appendix;  A Clinical  Case, 

p.  61. 


TRACY  R.  GORDY,  an  Austin 
psychiatrist  and  neurologist, 
offers  basic  information  for 
physicians  who  seek  to  un- 
derstand Concepts  of  Exis- 
tential Psychiatry,  p.  54. 


MILTON  S.  JACOBS,  a San 
Antonio  internist,  borrows 
lines  from  Socrates  to  il- 
lumine the  wisdom  inherent 
in  feeling,  always,  a want  of 
knowledge.  This  month’s 
CPC  is  unusual,  and  the 
diagnosis  is  elusive.  Clinico- 
pathologic  Conference,  p.  67. 
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...introducing  a new  high-strength  dosage  for 

SIGNEM 


A 'KUXIMUM  SECURITY’  ANTIBIOTIC* 


Hi  THE  BROAD  RANGE  DEPENDABILITY  OF  TETRACYCLINE 

long  established  as  the  broad-spectrum  agent  of  first  choice  in  a wide 
variety  of  infections 

He  WITH  THE  ADDED  SECURITY  OF  MEDIUM-SPECTRUM  REINFORCEMENT 
triacetyloleandomycin  is  highly  active  against  the  common  ‘coccal’ 
pathogens,  including  certain  strains  of  staphylococci  resistant  to  penicillin 
and  tetracycline 

He  ESPECIALLY  VALUABLE  IN  U.R.I. 

provides  decisive  therapy  in  acute  respiratory  infections  and  other 
conditions  in  which  staphylococci,  streptococci  or  mixed  flora  are 
frequently  encountered 

He  NOW  AVAIUBLE  IN  NEW  STRENGTH  FOR  NEW  CONVENIENCE  AND 
ECONOMY 

Signemycin  375  — high-potency  capsules  for  simpler  administration, 
greater  patient  economy 


(tetracycline  250  mg. 
triacetyloleandomycin  125  mg.) 


Indications:  Indicated  in  the  therapy  of  acute  severe  infec- 
tions caused  by  susceptibie  organisms  and  primarily  by 
bacteria  more  sensitive  to  the  combination  than  to  either 
component  alone.  In  any  infection  in  which  the  patient  can 
be  expected  to  respond  to  a singie  antibiotic,  the  combina- 
tion is  not  recommended.  Signemycin  should  not  be  used 
where  a bacteriologically  more  effective  or  less  toxic 
agent  is  available.  Triacetyioieandomycin,  a constituent  of 
Signemycin,  has  been  associated  with  deieterious  changes 
in  liver  function.  See  precautions  and  adverse  reactions. 
Contraindications:  Contraindicated  in  individuals  who  have 
shown  hypersensitivity  to  any  of  its  components.  Not  recom- 
mended for  prophylaxis  or  in  the  management  of  infectious 
processes  which  may  require  more  than  10  days  of  con- 
tinuous therapy.  If  clinical  judgement  dictates  therapy  for 
longer  periods,  serial  monitoring  of  liver  function  is  recom- 
mended. Not  recommended  for  subjects  who  have  shown 
abnormal  liver  function  tests,  or  hepatotoxic  reactions  to 
triacetyloleandomycin. 

Precautions  and  Adverse  Reactions:  Triacetyloleandomycin, 
administered  to  aduits  in  daily  oral  doses  of  1.0  gm.  for  10 
or  more  days,  may  produce  hepatic  dysfunction  and  jaun- 
dice. Adults  requiring  3 gm.  of  Signemycin  initialiy  should 
have  liver  function  followed  carefully  and  the  dosage  should 
be  reduced  as  promptly  as  possible  to  the  usual  recom- 
mended range  of  1.0  to  2.0  gm.  per  day.  Present  clinical 
experience  indicates  that  the  observed  changes  in  liver 


function  are  reversible  after  discontinuation  of  the  drug. 

Use  with  caution  in  lower  than  usual  doses  in  cases  with 
renal  impairment  to  avoid  accumulation  of  tetracycline  and 
possible  liver  toxicity.  If  therapy  is  prolonged  under  such 
circumstances,  tetracycline  serum  levels  may  be  advisable. 
In  long  term  therapy  or  with  intensive  treatment  or  in  known 
or  suspected  renal  dysfunction,  periodic  laboratory  evalua- 
tion of  the  hematopoietic,  renal  and  hepatic  systems  should 
be  done.  Formation  of  an  apparently  harmless  calcium  com- 
plex with  tetracycline  in  any  bone  forming  tissue  may  occur. 
Use  of  tetracycline  during  tooth  development  (3rd  trimester 
of  pregnancy,  infancy  and  early  childhood)  may  cause  dis- 
coloration of  the  teeth.  Reversible  increased  intracranial 
pressure  due  to  an  unknown  mechanism  has  been  observed 
occasionally  in  infants  receiving  tetracycline.  Glossitis,  sto- 
matitis, proctitis,  nausea,  diarrhea,  vaginitis  and  definite 
allergic  reactions  occur  rarely.  Severe  anaphylactoid  reac- 
tions have  been  reported  as  due  to  triacetyloleandomycin. 
Photosensitivity  and  photoallergic  reactions  (due  to  the 
tetracycline)  occur  rarely.  Medication  should  be  discon- 
tinued when  evidence  of  significant  adverse  side  effects  or 
reaction  is  present.  Patients  should  be  carefully  observed 
for  evidence  of  overgrowth  of  nonsusceptible  organisms 
including  fungi,  which  occurs  occasionally,  and  which  in- 
dicates this  drug  should  be  discontinued  and  appropriate 
therapy  instituted.  Steps  should  be  taken  to  avoid  masking 
syphilis  when  treating  gonorrhea. 


J.  B.  ROERIG  AND  COMPANY 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-being** 
New  York,  N.Y.  10017 


Allergy  to  Screwworm  Fly  Dust 

A New  Occupational  Disease 


THE  DEPREDATIONS  of  the 


RESEARCH  & INVESTIGATION  screw^\^orm,  C ochUowiyia  homi- 

■ nivorax,  are  well  known  to  the 
ranchers  of  west,  south,  and 
central  Texas  and  also  to  the  physicians  of 
that  area.  Several  years  ago  the  United 
States  Department  of  Agriculture,  in  co- 
operation with  the  ranchers  of  infested 
areas,  began  a control  program  which  has 
resulted  in  almost  complete  eradication  of 
the  screwworm  fly  as  a pest  and  a menace 
to  stock  and  game.  Aircraft  dispersed  large 
numbers  of  sterilized  male  flies ; the  fly 
mates  only  once  in  a lifetime  (year),  thus 
mating  with  a sterile  male  results  in  non- 
development of  the  eggs  of  a female  for  her 
complete  productive  period. 

My  first  experience  with  allergy  to  screw- 
worm fly  dust  was  on  a weekend,  when  one 
of  the  pilots  engaged  in  the  eradication  pro- 
gram appeared  at  my  door.  He  was  indeed  in 
need  of  medical  care,  having  just  made  an 
emergency  landing  for  fear  that  if  he  did 
not,  he  would  become  unconscious  and  crash. 
He  had  been  dispersing  flies  from  the  air- 
craft when  he  suddenly  became  ill  with 
wheezing,  coughing  and  dyspnea. 

The  possibility  of  the  flies  causing  this 
attack  was  discussed  with  this  pilot  at  the 
time,  and  together  we  undertook  to  investi- 
gate it  more  thoroughly  in  the  next  several 
weeks.  It  was  found  that  many  of  the  pilots 
and  dispersers  (those  actually  engaged  in 
the  physical  act  of  dropping  flies  from  the 
aircraft)  were  having  the  same  symptoms, 
ranging  from  mild  to  severe,  and  that  all 
were  more  symptomatic  while  engaged  in  the 
operation  than  during  their  leisure  time. 

Through  officials  of  the  Federal  Aviation 
Agency,  we  learned  that  this  was  not  entirely 
a local  problem,  and  that  the  Agency  had 
become  interested  in  the  subject  because 
aviation  personnel  were  involved.  A co- 
operative program  of  investigation  was  set 


up,  and  the  problem  has  gradually  become 
resolved. 

Method  of  Investigation 

I was  provided  with  extracts  of  the  screw- 
worm flies,  pupa  cases,  and  the  sawdust  and 
pasteboard  used  in  packaging  the  flies  for 
dispersal,  first  by  the  Federal  Aviation 
Agency  and  later  through  the  kindness  of 
Drs.  Boen  Swinny,  Sr.  and  Jr.,  of  San  An- 
tonio. Skin  tests  in  the  form  of  intracu- 
taneous  injections  were  given  to  all  persons 
working  in  the  program  who  would  volun- 
teer ; four  with  the  Federal  Aviation  Agency 
material  and,  later,  nine  with  the  other  ma- 
terial, and  to  three  persons  who  had  no 
contact  with  the  flies.  Only  two  of  the  13 
persons  in  the  eradication  program  gave  a 
positive  history  of  previous  allergic  re- 
actions, and  one  in  the  control  group  had  a 
history  of  severe  allergic  symptoms. 

Of  the  13  people  who  had  contact  with  the 
fly  program,  12  had  positive  intracutaneous 
reactions  to  the  extract  of  the  whole  fly, 
four  to  a dilution  of  1:5,000,  five  to  a dilu- 
tion of  1 : 10,000,  two  to  a dilution  of  1 : 1,000, 
and  one  had  no  reaction  at  all  to  the 
dilution  of  1:100.  In  the  control  group — my- 
self and  my  office  staff — who  had  no  contact 
at  all  with  the  flies,  there  were  no  positive 
reactions. 

Subsequent  investigation  of  the  problem 
in  the  literature  available  revealed  a sur- 
prising lack  of  information  on  this  type  of 
inhalant  allergy.  Discussion  with  an  ento- 
mologist, however,  elicited  a positive  history 
of  symptomatology  by  the  entomologist  when 
he  was  engaged  in  the  cultivation  of  an  en- 
tirely different  fly.  This  entomologist  was 
encouraged  to  sample  the  air  in  his  labora- 
tory. He  did  so,  using  greased  slides,  and 
found  to  his  surprise  that  large  quantities  of 
fly  parts,  consisting  mainly  of  scales  and 
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A high  degree  of  allergenicity  to  fly  dust 
among  persons,  including  pilots,  who  work 
with  the  flies  in  the  screwworm  eradication 
program  is  reported.  If,  in  the  future,  similar 
programs  aim  at  control  of  other  insect  pests, 
allergic  reactions  may  remain  a possible 
occupational  hazard. 


hairs  from  the  flies,  were  settling  out  in  his 
laboratory. 

Mechanism  of  Disease 

In  considering  the  mechanism  of  the 
genesis  of  this  disease,  one  must  consider 
that  a fly  is  an  insect.  Insects  are  one  of 
the  genera  which  have  a chitinous  exoskele- 
ton consisting  of  plates,  hairs,  and  larger 
parts.  Though  chitin  is  hard  and  relatively 
insoluble  in  ordinary  fluids,  it  is  protein- 
aceous, and,  as  such,  can  be  regarded  as  a 
potential  sensitizer.  The  active  nature  of  the 
fly  can  be  counted  on  as  a factor  in  the 
dispersion  of  its  chitinous  parts  into  the 
air.  The  confinement  of  large  numbers  of 
flies,  along  with  their  cast-off  pupa  cases 
and  parts  in  boxes  in  the  relatively  restricted 
space  of  a single  engine  aircraft,  can  cer- 
tainly be  an  ideal  situation  for  saturating  the 
environment  with  allergenic  material. 

All  of  the  symptomatic  persons  (18)  were 
interviewed,  and  gave  the  history  of  mild 
nasopharyngeal  irritation  at  the  beginning 
of  their  series  of  symptoms.  Two  of  the 
persons  never  had  any  further  symptoms, 
and  their  cases  might  well  be  considered  as 
merely  mechanical  or  chemical  irritations. 
The  remainder  of  the  personnel  had  symp- 
toms related  to  the  tracheobronchial  tree, 
and  identifiable  as  allergic  symiatoms.  These 
were  cough,  wheezing,  mucus  production, 
and  dyspnea.  These  symptoms  occurred  in 
all  cases,  and  varied  only  in  severity.  These 
well-known  symptoms,  occurring  with  such 
frequency,  would  support  the  theory  of  air 
transport  of  the  allergenic  substance,  since 
they  are  the  symptoms  of  end  organ  response 
in  the  air  passages. 

Case  Reports 

Three  cases  typical  of  those  seen  with  this 
condition  are  reported. 
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Case  1. — A single,  white  man,  age  25,  was  a 
commercial  pilot  who  had  no  severe  illnesses  or 
injuries  during  his  lifetime,  and  had  received  reg- 
ular physical  examinations  for  continued  certifica- 
tion as  a commercial  pilot.  He  had  been  engaged  in 
the  fly  distribution  program  approximately  six 
months,  and  had  noticed  only  a slight  nasal  irri- 
tation before  his  first  attack.  The  attack  occurred 
during  a flight;  the  patient  had  an  onset  of  dif- 
ficult breathing  associated  with  wheezing,  dizziness, 
and  a feeling  that  he  was  going  to  “black  out.” 
This  condition  persisted  for  several  minutes,  and 
the  pilot  wisely  decided  to  make  an  emergency 
landing  at  the  airport  while  he  was  still  capable  of 
doing  so.  He  was  somewhat  relieved  when  he 
emerged  from  his  plane  into  the  fresh  air;  how- 
ever, he  reported  immediately  for  medical  attention. 

Examination  revealed  mild  cyanosis  and  respira- 
tory distress,  multiple  wheezes  over  the  entire  pul- 
monic area,  pallor,  and  profuse  sweating.  Blood 
pressure  was  within  normal  limits;  there  was  no 
fever,  and  the  patient  responded  rapidly  to  treat- 
ment and  was  completely  relieved  within  a few 
minutes. 

Within  the  next  week  he  had  four  more  attacks, 
all  during  flights;  however,  he  was  carrying  a Nor- 
isodrine  inhaler  and  was  able  to  continue  his  flights 
with  the  aid  of  frequent  inhalations.  Skin  testing 
with  fly  extract  in  dilution  of  1:10,000  gave  positive 
results  with  a wheal  10  mm.  in  diameter  some  five 
minutes  after  injection.  The  patient  developed  mild 
nasal  stuffiness.  Further  testing  with  greater  con- 
centration was  considered  to  be  hazardous  and  was 
not  carried  out. 

This  pilot  continued  in  the  fly  program  for  some 
six  months  after  his  first  attack,  serving  as  an 
experimental  subject  in  the  search  for  a protective 
device  for  the  program  pilots. 

This  man  was  seen  recently  under  circumstances 
which  precluded  a detailed  examination  or  history, 
but  he  said  that  he  had  experienced  increasing- 
pulmonary  difficulty  since  leaving  the  program, 
and  he  has  not  continued  to  fly. 

Case  2. — A 20-year-old  white  man,  who  first 
came  to  my  office  for  treatment  of  a severe  cold, 
gave  no  history  of  previous  allergic  conditions  even 
on  close  questioning  after  the  nature  of  his  “cold” 
was  discovered.  His  complaint  was  fever,  chills, 
cough,  and  wheezing  of  approximately  two  weeks’ 
duration.  It  was  finally  elicited  that  this  had  begun 
with  a rather  dry,  spasmodic  cough  which  occurred 
primarily  in  the  daytime  while  the  patient  was  at 
work.  He  apparently  rested  rather  easily  at  night 
the  first  week,  as  his  symptoms  disappeared  after 
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he  arrived  home  from  work.  At  the  beginning  of 
the  second  week,  he  began  to  have  wheezing  and 
difficult  breathing  while  at  work,  and  occasionally 
at  home  at  night.  This  progressed  to  the  point 
where  he  was  unable  to  do  his  work,  which  consisted 
of  preparing  and  loading  boxes  of  sterile  screwworm 
flies  on  the  aircraft. 

The  first  examination  revealed  a tall,  spare,  young 
man  with  a temperature  of  102.6  F.  and  a pulse 
rate  of  over  100;  he  spoke  breathlessly  and  his 
respiratory  wheezing  was  easily  heard  from  the 
other  side  of  the  examination  room.  Head  and  neck 
examination  revealed  fiery  red  nasal  and  pharyn- 
geal mucosa  and  a heavy,  purulent,  postnasal  drip. 
The  chest  was  thin,  with  some  intercostal  retraction 
on  inspiration.  Auscultation  of  the  lung  fields  was 
like  listening  to  the  tune-up  of  a symphony  orches- 
tra. There  were  innumerable  musical  and  coarse 
rales  over  both  lung  fields  with  the  undertone  of 
crackling  and  bubbling  rales  over  the  bases  of 
both  lungs.  Cardiac  findings  were  within  normal 
limits  with  the  exception  of  a sinus  tachycardia.  The 
remainder  of  the  physical  examination  showed  no 
further  abnormalities. 

Chest  x-ray  confirmed  the  tentative  diagnosis  of 
bilateral  bronchopneumonia,  and  the  patient  was 
advised  to  enter  the  hospital.  He  refused,  and  was 
treated  on  an  outpatient  basis  with  antibiotics  and 
a combination  expectorant  and  bronchodilator.  His 
vital  capacity  on  the  first  examination  was  2,700 
cc.  He  responded  slowly  to  therapy,  and  was  con- 
fined to  bed  for  about  two  weeks.  During  the  time, 
he  was  also  questioned  about  his  work  with  the 
flies,  and  a skin  test  with  fly  extract,  1:10,000 
dilution  gave  a wheal  approximately  15  mm.  in 
diameter  in  five  minutes.  On  discharge,  his  vital 
capacity  was  3,400  cc. 

This  patient  was  subsequently  seen  with  four 
different  attacks  of  the  same  type  as  the  one 
described,  varying  only  in  severity,  but  always  he 
was  in  a febrile  stage  before  he  sought  medical 
attention.  He  finally  had  a full-blown  reaction  one 
morning  when  he  entered  the  door  of  the  room 
where  he  worked.  He  came  to  me  and  received  treat- 
ment, but  never  returned  to  his  place  of  employment 
and  was  lost  to  follow-up. 

Case  3. — This  case  is  presented  only  briefly  for 
comparison.  A 35-year-old  white  man  employed  by 
the  U.S.  Department  of  Agriculture  had  been 
closely  associated  with  pilots,  dispensers,  and  fly 
handlers  who  had  severe  symptoms.  He  came  to  my 
office  and  said  that  he  was  allergic  to  the  flies 
and  wanted  some  of  the  free  shots.  He  did  have 
mild  engorgement  of  the  nasal  mucosa,  a moderate 
postnasal  drip,  and  mild  pharyngitis.  Skin  tests  with 
fly  extract  dilutions  of  1:10,000,  1:1,000  and  1:100 
failed  to  produce  any  reaction  within  one  hour. 
I told  the  patient  that  he  had  an  upper  respiratory 
infection  which  would  not  respond  to  desensitization 
therapy,  but  that  I was  happy  to  see  at  least  one 
man  in  the  organization  who  had  a negative  skin 
test. 

Treatment 

Treatment  of  this  condition  has  been  along 
classical  therapeutic  lines  for  any  allergic 


disease.  Patients  have  received  temporary 
relief  from  isoproterenol,  and  more  pro- 
longed relief  in  severe  cases  has  been  ob- 
tained from  the  use  of  short-term,  decreasing 
dosage  with  betamethasone  and  dexametha- 
sone  and  other  adrenal  steroids.  Desensiti- 
zation therapy  was  initiated  on  three  sub- 
jects, but  transfer  of  the  personnel  away 
from  this  area  forced  discontinuation  of  this 
phase  of  the  investigation  and,  indeed,  the 
entire  investigation.  Those  patients  who  had 
evidence  of  infection  in  the  tracheobronchial 
tree,  along  with  the  allergic  manifestations, 
uniformly  responded  well  to  therapy  with  tri- 
acetyloleandomycin.  Prevention  by  protection 
has  provided  only  a partial  answer. 

Summary 

Screwworm  fly  dust  is  a novel  causative 
factor  for  the  production  of  the  allergic  re- 
action. It  is  all  the  more  interesting  because 
of  its  apparently  high  degree  of  allergeni- 
city, and  it  carries  the  additional  hazard  of 
occurring  during  aircraft  flight,  with  poten- 
tially disastrous  results. 

The  advent  of  biological  warfare  upon 
insects  has  brought  us  the  technique  of  dis- 
persion of  irradiated  male  flies,  and  this 
may  eventually  evolve  into  other  fields  of 
biological  control  of  other  organisms  or 
insects.  This  hazard  will  again  be  present ; it 
is  strictly  an  environmental  one  affecting 
persons  engaged  in  this  activity. 
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COMMENTS 

It  is  a pleasure  to  see  this  paper,  for  it  demon- 
strates how  an  alert  physician  in  practice  can  really 
contribute  to  medical  knowledge.  Dr.  Herrmann  has 
described  a new  disease,  or  rather  a new  insect, 
the  emanations  of  which  cause  inhalant  allergic 
disease.  It  has  been  known  that  insect  scales,  hairs, 
and  other  emanations  can  lead  to  allergy.  Studies  of 
the  caddis  fly,^  mayfly,^  and  other  insects,®  causing 
allergic  reactions  by  the  inhalation  of  bits  of  their 
bodies  have  been  published.  Allergic  reactions  to 
the  stings  of  insects  is,  of  course,  another  separate 
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entity  and  not  related.  Epidemics  of  inhalant  al- 
lergy (asthma  and  hay  fever)  have  been  described 
at  the  swarming  times  of  caddis  flies  and  mayflies 
around  Lake  Erie,  and  air  studies  at  these  times 
have  demonstrated  large  amounts  of  insect  emana- 
tions in  the  air.  These  diseases  have  been  well 
documented,  skin  tests  are  specific,  and  specific 
treatment  with  insect  extracts  has  been  successfully 
used. 

It  certainly  seems  reasonable  that  Dr.  Herrmann’s 
cases  are  caused  by  insect  emanations.  This  con- 
clusion is  weakened  by  case  1 since  the  patient  con- 
tinued to  have  symptoms  after  his  exposure  to 
screwworm  flies  was  terminated.  Infection  doubt- 
lessly played  an  important  role  in  case  2. 

Further  proof  of  allergy  to  the  screwworm  fly 


dust  might  have  been  obtained  if  more  negative 
control  tests  had  been  performed  on  unexposed 
persons,  and  if  inhalation  tests  had  been  made 
with  the  dust  or  extract,  including  pulmonary 
function  studies  before  and  after  the  inhalation. 

Nevertheless,  this  is  an  important  paper  describ- 
ing a real  and  new  occupational  disease  of  allergy. 

T.  S.  Painter,  .Ir.,  M.D.,  Austin. 
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Last  Survivor  of  First  Baylor  Class  Dies 

The  last  surviving  member  of  the  first  graduating  class  from 
Baylor  University  College  of  Medicine,  Dr.  Addison  L.  “Doc”  Lince- 
cum,  died  at  the  age  of  91  in  Gandy’s  Bend,  Tex.,  Dec.  6,  1965. 

Dr.  Lincecum,  who  graduated  in  1903  from  Baylor  when  it  was 
known  as  the  University  of  Dallas  Medical  Department,  was  a third 
generation  physician,  following  his  father  and  grandfather  into 
practice.  He  came  to  Wharton  County  and  began  practice  in  Louise 
in  1910,  and  then  went  to  El  Campo  where  he  practiced  for  half 
a century. 

His  medical  accomplishments  were  many  and  started  early  in 
his  career.  In  1905  Dr.  Lincecum  was  credited  by  medical  journals 
for  discovering  that  mosquitoes  carry  malaria.  Former  Governor 
Jim  Ferguson  sent  Dr.  Lincecum  to  Galveston  to  help  fight  the  bu- 
bonic plague  in  the  early  1900’s,  and  later,  in  1914,  appointed  him 
to  the  State  Board  of  Health. 

Dr.  Lincecum’s  career  was  as  varied  as  it  was  interesting.  He 
was  a member  of  Teddy  Roosevelt’s  Rough  Riders  in  the  Spanish- 
American  War,  and  participated  as  a Texas  Ranger  in  the  Border 
War  against  Pancho  Villa.  In  World  War  I,  he  enlisted  in  the  famed 
36th  Division  and  served  overseas  as  a combat  surgeon  in  the  Meuse- 
Argonne  and  Saint-Mihiel  campaigns. 

In  El  Campo,  Dr.  Lincecum  seiwed  on  the  city  council,  was  mayor, 
and  served  as  postmaster  for  12  years.  After  retiring  from  medicine 
in  1953,  he  devoted  his  time  as  a reporter  and  commentator  for 
radio  station  KULP  in  El  Campo  until  he  was  paralyzed  by  a stroke 
in  1958. 
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r ^ SINCE  THE  DAWN  of  history, 

RESEARCH  & INVESTIGATION  mail  KES  SOUgllt  pFOphotS  tO  f OFO" 

■ tell  the  future.  Ages  ago  the 
Chinese  and  Romans  placed  sen- 
tinels on  high  hills  and  mountains  to  warn 
of  approaching  dangers.  Today  we  are  no 
different  except  that  our  sentinels  of  prog- 
nosis are  history,  observation,  laboratories, 
and  statistics.  Through  studies  of  disease  we 
learn  to  discover  trends  and  find  the  cycles. 
In  recent  years  the  encephalitides  have  been 
prominent.  Reeves  and  Hammon  have  shown 
the  pattern  of  equine  encephalitis.  The 
mosquito  is  the  principal  arthropod  carrying 
the  infection  from  the  avian  or  bird  popula- 
tion to  other  members  of  the  avian  popula- 
tion, some  smaller  animals,  horses,  and  men. 
Both  men  and  horses  are  accidentally  in- 
fected. It  is  not  believed  that  the  disease  can 
be  spread  from  man  to  man,  horse  to  horse, 
or  from  horse  to  man  or  vice  versa,  mainly 
because  of  the  lack  of  the  viremia  and  viru- 
lence in  the  blood  of  horse  and  man. 

It  is  generally  believed  that  the  mosquito 
infects  the  bird  and  the  infection  is  then 
passed  from  the  bird  to  another  mosquito. 
Once  infected,  the  mosquito  remains  so  for 
life  and  after  a few  days  infects  other  birds, 
chickens,  poultry,  and  smaller  animals.  In 
turn,  these  may  have  sufficient  viremia  to 
infect  other  mosquitoes  and  perpetuate  the 
cycle. 

Snakes  as  Harbors 

Reeves,  in  1962,  reported  one  instance  of 
viremia  in  the  blood  of  a garter  snake.  Other 
than  that,  he  was  unable  to  find  the  over- 
wintering place  for  Western,  Eastern,  and 
St.  Louis  encephalitis. 


Gebhardt  and  others  discussed  the  snake 
as  a possible  overwinter  place  for  Western 
equine  encephalitis.  They  concluded  that  37 
of  84  wild  snakes  tested  in  1963  harbored 
Western  equine  encephalitis  in  their  blood. 
Snakes  of  the  three  genera  — Thamnophis 
(garter).  Coluber  (racer),  and  Pituophis 
(gopher  or  bull)  were  found  to  be  infected. 

In  these  snakes,  a cyclic  viremia  was  evident 
which  disappeared  completely  and  re-  ‘ 
appeared  with  a change  in  environmental 
temperature.  Baby  snakes  born  of  infected 
mothers  were  also  infected.  The  Culex  tar- 
salis  mosquito,  as  the  vector,  transmits  en- 
cephalitis, and  climatic  conditions  may  pre- 
cipitate viremia  in  the  snake. 

During  spring  when  the  snake  comes  out 
of  hibernation,  he  will  seek  food  around  the 
habitats  of  birds.  It  would  be  simple  for  the 
mosquito  to  bite  the  snake  and  pass  the  in- 
fection to  the  bird ; thus  the  cycle  from  bird 
to  bird  or  to  man  or  horse  would  be  under- 
standable. I 

If  this  work  is  substantiated  by  others, 
the  best  follow-up  procedure  may  be  to  bleed 
snakes  in  early  spring  to  find  the  virus,  and 
project  the  period  of  greatest  danger  of 
spread  to  mosquitoes.  This  could  determine 
the  amount  of  effort  necessary  in  killing 
adult  mosquitoes  early  in  the  summer. 

1964  Epidemics 

The  mosquito  problem  is  usually  worse  dur- 
ing an  extremely  wet  or  extremely  dry  year. 

In  Texas,  1964  was  considered  a wet  year,  j 
with  precipitation  of  8.43  inches  in  May,  | 
2.16  inches  in  June,  3.74  inches  in  August,  |j 
and  6.26  inches  in  September.  The  epidemics  | 
of  encephalitis  during  1964  in  the  United  | 
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Proof  that  the  snake  is  the  overwinter  harbor 
of  encephalitis  viruses  could  allow  much 
earlier  detection  of  the  viruses  and  aid  in 
preventing  epidemics,  the  author  believes.  He 
describes  a sentinel  program  in  Wichita 
Falls,  using  chickens  and  horses,  combined 
with  eradication  of  larvae  and  adult  mos- 
quitoes. 


States  were  of  great  significance,  particu- 
larly the  epidemic  of  St.  Louis  encephalitis 
in  Houston,  the  few  cases  of  Western  en- 
cephalitis in  Hale  County,  and  the  one  case 
of  St.  Louis  encephalitis  in  Wichita  Falls. 
In  Wichita  County  and  particularly  in  Wich- 
ita Falls,  there  was  heavy  infestation  of 
mosquitoes  during  the  latter  part  of  July 
and  through  August,  1964.  By  the  time  the 
Houston  epidemic  was  publicized  during  the 
latter  part  of  August,  our  eradication  pro- 
gram had  been  underway  for  a number  of 
weeks.  This  was  possible  because  of  a sen- 
tinel program,  which  helped  to  forecast  the 
potential  epidemiology  of  the  encephalitis 
cases  in  this  area. 

In  late  August,  1963,  there  were  a few 
cases  of  encephalitis  among  horses  in  and 
around  Wichita  Falls.  A close  investigation 
showed  at  least  11  cases  of  clinical  equine 
Western  encephalitis  including  several 
deaths;  one  or  two  cases  were  confirmed  by 
laboratory  tests.  Cases  were  plotted  on  a 
map,  showing  the  location  and  time  they  were 
recognized.  All  cases  were  in  the  northwest 
segment  of  the  city;  they  had  started  in  an 
area  near  the  city  of  Iowa  Park  and  pro- 
gressed rapidly  toward  the  central  portion 
of  Wichita  Falls. 

A routine  program  of  eradicating  larvae 
and  adult  mosquitoes  continued  throughout 
the  year;  certain  known  mosquito-infested 
areas  were  treated  and  others  were  treated 
as  the  reports  of  heavy  infestation  were 
received  by  the  health  unit.  After  the  dis- 
covery of  cases  among  horses,  spray  trucks 
spread  benzene  hexachloride  dust,  3 per- 
cent gamma  isomer,  over  the  entire  area. 
This  was  followed  by  massive  treatments  of 
the  infested  areas  in  and  around  the  city 
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where  mosquitoes  had  been  found  previously. 
There  was  no  further  difficulty  during  1963. 

In  late  1963,  blood  of  chickens  from  the 
area  was  sent  to  State  Department  of  Health 
Laboratories ; analysis  showed  from  25  to  35 
percent  were  infected  with  Western  en- 
cephalitis. 

Sentinel  Program  Organized 

After  studying  these  results,  we  decided 
to  organize  a sentinel  program  using  chick- 
ens throughout  the  county  during  the  1964 
season.  In  May,  1964,  10  flocks  of  25  chick- 
ens each  were  stationed  over  Wichita  County 
— one  flock  in  Electra,  one  in  Iowa  Park, 
one  in  Burkburnett,  and  the  other  seven 
throughout  Wichita  Falls.  In  late  July,  these 
chickens  were  bled  but  it  was  too  early  to  get 
an  encephalitis  reaction.  We  decided  to  check 
the  reaction  to  learn  how  soon  the  anti- 
bodies became  apparent  in  the  blood.  Later 
work  proved  that  all  of  these  chickens  were 
negative,  indicating  that  the  chickens  had 
not  been  subjected  to  the  infected  mosquito 
or  that  the  incubation  period  had  been  too 
short.  These  chickens  were  bled  again  in 
late  October,  the  results  of  which  may  be  in 
question  as  the  difference  between  the  kaolin 
treatment  of  the  blood  of  chickens  and  the 
acetone  treatment,  showing  that  there  may 
be  false  negative  and  false  positive  re- 
actions. 

The  laboratory  report  of  100  bleedings 
revealed  that  eight  were  positive  for  Western 
encephalitis  and  four  positive  for  St.  Louis 
encephalitis.  Five  of  these  were  from  the 
northwest  segment  of  Wichita  Falls,  and  two 
were  from  Iowa  Park,  northwest  of  the  city. 
The  sentinel  chicken  blood  could  not  be  of 
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value  during  1964,  but  it  was  hoped  that  it 
might  be  in  1965.  The  data  collected  from 
fowl  and  horses  in  1963  and  1964  show  the 
presence  of  encephalitis  in  animals  and  birds 
located  in  the  northwest  portion  of  the  city. 
We  anticipated  reports  of  encephalitis  in 
horses  again  in  1964,  and  maintained  close 
liaison  with  veterinarians  asking  that  they 
report  any  findings  or  symptoms.  As  each 
case  was  reported,  its  location  was  noted 
and  we  increased  our  eradication  efforts  in 
those  areas.  Pools  of  mosquitoes  were  sent  to 
the  State  Department  of  Health  Laboratories 
during  the  year.  In  June,  1964  a pool  of  14 
Culex  tarsalis,  8 Culex  qtiinquefasciatus,  and 

1 Aedes  sollicitans  mosquitoes  contained  a 
virus  identified  as  Flanders  (Hart  Park). 
All  other  specimens  were  reported  negative. 

Several  physicians  sent  blood  samples  on 
cases  that  had  symptoms  similar  to  en- 
cephalitis. The  blood  was  sent  to  the  state 
laboratory  in  Austin  for  study.  The  results 
of  these  tests  were  negative. 

On  Aug.  29,  1964,  a supposedly  fatal  case 
of  encephalitis  was  reported  to  the  Health 
Unit.  A 26-year-old  woman  died  after  two 
days  of  illness.  Postmortem  findings  of  this 
case  were  not  significant  and  there  were 
reservations  as  to  the  cause  of  death.  Speci- 
mens were  sent  to  Southwestern  Medical 
School  in  Dallas  for  study.  After  thorough 
research  the  school  reported  no  evidence  of 
encephalitis. 

In  early  October,  a physician  reported  a 
case  of  a nine-year-old  boy  who  had  symp- 
toms of  encephalitis,  so  blood  specimens  were 
taken  at  that  time  and  again  three  weeks 
later.  Two  weeks  after  the  first  specimens 
were  submitted,  the  laboratory  reported  that 
data  were  highly  suggestive  of  St.  Louis  en- 
cephalitis. On  Nov.  5,  the  final  report  re- 
vealed that  the  paired  sera  collected  on  Oct. 

2 and  Oct.  23  showed  a definite  titer  rise 
in  the  hemagglutination-inhibition  test  for 
St.  Louis  encephalitis.  The  titer  was  1:20  on 
Oct.  2 and  1 :80  on  Oct.  23.  The  complement 
fixation  test  rose  from  negative  to  1 :32 
(4+).  Both  sera  were  negative  for  Western 
and  Eastern  types  of  encephalitis. 

This  child  lived  in  an  area  in  the  county 
that  had  not  been  sprayed  as  extensively  as 


had  the  borders  of  Wichita  Falls  and  the 
other  cities  in  the  county.  By  the  time  this 
report  was  received,  the  boy  was  back  in 
school  and  believed  to  be  achieving  full  re- 
covery. 

Conclusions 

Using  chickens  as  sentinels  to  study  en- 
cephalitis, its  spread,  and  its  potential  for 
the  next  season  has  not  been  too  promising. 
Study  of  the  snake  and  the  cold-blooded 
animals  as  an  overwintering  place  for  the 
encephalitis  virus  may  provide  an  answer. 
We  will  continue  a larviciding  program, 
eradicating  adult  mosquitoes  as  necessary, 
trapping  mosquitoes,  and  sending  them  to 
the  State  Department  of  Health  for  study. 
In  the  meantime,  veterinarians  may  be  our 
best  help.  The  horse  is  a good  sentinel;  he 
is  more  accessible  to  the  mosquito  both  day 
and  night,  and  if  the  mosquito  is  infected, 
it  is  reasonable  to  assume  that  the  horse 
should  get  the  disease  first.  When  the  dis- 
ease is  reported  in  the  horse,  an  increased 
effort  in  the  adult  mosquito  eradication  pro- 
gram is  the  best  method  of  combating  the 
mosquito.  With  vaccinations  in  horses,  the 
number  of  clinical  cases  will  be  small  but 
valuable. 

Proving  that  snakes  and  other  cold-blooded 
animals  are  the  overwintering  host  of  the 
encephalitides  will  supply  a missing  link. 
Assuming  that  the  snake  is  the  host  and 
that  the  viremia  and  virulence  are  affected 
by  temperatures  of  the  environment,  we 
may  be  able  to  devise  control  measures  for 
these  diseases — by  ridding  areas  of  snakes 
and  cold-blooded  animals,  and  by  initiating 
massive  mosquito  eradication  programs 
earlier  in  the  spring  in  areas  where  encepha- 
litis is  evident  in  the  host  before  it  has  been 
transmitted  to  the  avian  population. 
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Rickettsial  Infections  in  Texas 


Case  Report  of  Spotted  Fever 


R.  H.  Rigdon,  M.D.;  Q.  T.  Box,  M.D.;  J.  V.  Irons,  SC.D.;  and  J.  D.  Waggoner,  M.D. 


To  emphasize  that  rickettsial  diseases  do  oc- 
cur in  Texas,  the  authors  report  a fatal  case 
of  spotted  fever  which  developed  in  Grimes 
County.  Pathogenesis,  diagnosis  and  treat- 
ment, and  epidemiology  are  reviewed. 

p*  ""  ‘"I  SPOTTED  FEVER  originally  was 
CASE  REPORTS  knowH  as  a disease  occurring  par- 

■ ticularly  in  the  mountain  states; 

however,  cases  have  been  reported 
in  Texas  since  1931.  During  the  period  from 
1953  to  1957  the  attack  rate  per  million  in 
Texas  was  1 to  10,  while  in  Wyoming  it  was 
over  50.  The  mortality  rate  between  1935 
and  1950  in  the  United  States  was  about  22 
percent  and  in  1955  it  was  about  3 percent. 
This  decrease  no  doubt  resulted  from  the  use 
of  the  broad -spectrum  antibiotics.^®  Nine 
cases  of  spotted  fever  were  reported  in  Texas 
between  1931  and  1941.  An  outbreak  oc- 
curred in  Brazoria  County  in  June,  1942.^^ 
Two  children  died,  and  organisms  were  iso- 
lated from  each  case.  A survey  of  the  area 
at  the  time  showed  numerous  ticks  (Ambly- 
omma  americanum)  on  dogs  and  cows.  Epi- 
demiological surveys  and  experimental  studies 
indicated  that  two  ticks,  namely  Rhipicepha- 
lus  sanguineus  and  A.  americanum  frequent- 
ly found  in  Texas,  could  be  the  carriers  of 
spotted  fever.  An  outbreak  of  Bullis  fever 
at  Camp  Bullis,  Texas,  in  the  summers  of 
1942  and  1943,  was  considered  due  to  a 
rickettsial-like  organism,  probably  trans- 
mitted by  either  the  “Lone  Star  tick”  {A. 
americanum)  or  the  mite  {Tromhicula) 

Q fever  is  less  frequently  observed  in  Texas 
than  spotted  fever  and  murine  typhus.^® 
However,  a sizable  outbreak  occurred  in 
1946.8 

The  most  important  rickettsial  diseases  are 
spotted  fever,  murine  typhus,  and  Q fever.®’  ^® 
Rickettsialpox  has  not  been  reported  in  Tex- 
as. In  1944  about  30  percent  of  typhus  mor- 
bidity for  the  United  States  was  reported 


from  Texas.  Typhus  is  largely  an  indoor  dis- 
ease transmitted  by  the  louse  and  flea,  where- 
as spotted  fever  is  contracted  outside  in 
wooded  and  grassy  areas  infested  by  ticks. 

In  Texas,  the  typhus  area  in  1944,  ac- 
cording to  Anigstein,^  involved  the  south- 
ern and  eastern  parts  of  the  state  and  ex- 
tended northward  to  the  Oklahoma  border. 
Between  1953  and  1957  the  attack  rate  in 
Texas  was  one  of  the  highest  in  the  country.^® 
Typhus  has  been  known  to  occur  in  Texas 
since  the  Spanish  era.®’  ®’  i®’ 

A case  of  spotted  fever  recently  seen  in 
our  hospital  and  diagnosed  after  death  has 
emphasized  the  necessity  of  including  rickett- 
sial diseases  in  some  differential  diagnoses. 
This  case  is  reported  with  a brief  discussion 
of  the  diagnosis,  epidemiology,  treatment, 
and  pathology  of  rickettsial  diseases. 

Case  Report 

A 21-month-old  colored  boy  fi’om  the  rural  ai’ea 
of  Grimes  County  was  admitted  to  the  Medical 
Branch  hospital  on  April  2,  1964.  The  parents  re- 
ported that  two  weeks  earlier  the  child  had  devel- 
oped a mild  cough  and  nasal  congestion  followed  in 
one  week  by  fever,  pain  in  the  legs  and  in  the  region 
of  the  left  ear  and  possibly  headache,  and  later  a 
fine  papular  rash,  noticeable  only  at  night,  on  the 
face,  trunk,  and  extremities.  Four  days  before  hos- 
pitalization the  child  was  seen  by  the  family  physi- 
cian who  diagnosed  otitis  media,  gave  an  injection 
of  penicillin,  and  prescribed  sulfadimethoxine  and 
aspirin.  Two  days  before  hospitalization  the  child 
had  an  intermittent  rash,  and  measles  or  infectiou.T 
mononucleosis  were  considered.  On  the  day  of  hos- 
pitalization a consulting  physician  found  the  child 
was  febrile  and  semicomatose,  with  spasticity  of  all 
extremities  and  severe  neck  stiffness.  He  observed 
no  rash  or  enlargement  of  lymph  nodes,  spleen,  or 
liver,  but  did  obtain  a history  of  progressive  leth- 
argy, irritability,  vomiting,  unresponsiveness,  and 
rigidity  of  the  extremities.  A lumbar  puncture  at 
this  time  showed  the  cerebrospinal  fluid  contained 
87  white  cells  per  cu.  mm.,  all  mononuclear,  an  ele- 
vated protein  (Pandy’s  test),  and  a glucose  of  60  mg. 
per  100  ml.  Hemoglobin  was  7.8  gm.  per  100  ml.  and 
peripheral  white  cell  count  was  22,600,  of  which  40 
percent  were  polymorphonuclear,  15  percent  stab 
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forms,  and  36  percent  lymphocytes.  The  patient 
was  then  referred  to  this  hospital  with  a diagnosis 
of  meningitis  of  unknown  cause. 

The  parents  and  the  two  siblings,  aged  8 weeks 
and  3 years,  were  well.  No  history  of  exposure  to 
toxic  agents  could  be  elicited.  Also,  possibly  perti- 
nent, the  family  had  several  dogs  which  died  over 
a two-week  period  about  two  months  prior  to  the 
onset  of  the  child’s  illness.  The  child  had  played 
with  the  dogs  regularly  but  was  not  known  to  have 
been  bitten  or  scratched.  The  illness  in  the  dogs 
was  marked  by  running  fits  and  paralysis.  Some- 
time before  their  illness,  the  dogs  had  multiple  in- 
juries, including  torn  skin,  as  though  they  had  been 
bitten  while  fighting. 

Physical  Examination. — On  admission  the  temper- 
ature was  104  F.  rectally,  respiratory  rate  60  per 
minute,  pulse  rate  150  per  minute  and  blood  pressure 
130/70.  The  child  was  deeply  comatose,  mildly  de- 
hydrated, malnourished,  and  showed  a generalized 
muscular  rigidity  of  varying  intensity.  A bilateral 
vertical  nystagmus  was  present  as  well  as  several 
small  retinal  hemorrhages  bilaterally.  There  was 
minimal  spleen  and  liver  enlargement  but  no  lymph 
node  enlargement.  The  only  apparent  lesion  of  the 
skin  and  mucous  membranes  was  a 5 mm.  crusted 
area  on  the  left  forearm.  There  was  a mild  otitis 
media  on  the  left. 

Laboratory  Examination. — Cerebrospinal  fluid 
showed  50  white  blood  cells  per  cu.  mm.,  with  79  per- 
cent polymorphonuclear  cells  and  21  percent  mono- 
nuclear cells,  no  red  blood  cells,  protein  159  mg.  per 


Fig.  1.  A recent  thrombus  in  an  artery  in  the  lung.  The 
vessel  wall  is  infiltrated  with  a few  inflammatory  cells. 
Hematoxylin  and  eosin  stain,  X 235. 


100  ml.,  and  glucose  65  mg.  per  100  ml.  Culture  for 
pyogenic  bacteria  was  negative.  A complete  blood 
count  showed  hemoglobin  was  6.1  gm.  per  100  ml. 
and  total  white  cells  41,450  per  cu.  mm.,  with  76  per- 
cent polymorphonuclear  neutrophils,  11  percent  stab 
forms,  2 percent  juvenile  forms,  12  percent  lympho- 
cytes, and  4 normoblasts  per  100  white  cells.  Except 
for  a 2-r  protein,  urine  was  normal.  Serum  val- 
ues for  sodium  potassium,  chloride,  carbon  dioxide 
combining  power,  calcium,  phosphorus,  and  glucose 
were  normal.  Blood  cultures  for  pyogenic  bacteria 
were  negative. 

Diagnoses. — Clinical  differential  diagnoses  in- 
cluded a disseminated  bacterial  infection,  possibly  a 
complication  of  otitis  media  or  pyoderma,  especially 
septicemia  and  meningitis  or  cerebral  abscess,  viral 
meningoencephalitis  to  include  rabies,  and  possibly 
tuberculous  meningitis. 

Hospital  Course. — Because  of  the  child’s  critical 
condition,  emergency  treatment  was  begun  with  large 
doses  of  intravenous  penicillin  G,  methicillin,  chlor- 
amphenicol, and  sillfisoxazole.  Streptomycin  and 
isoniazid  were  given  intramuscularly.  The  child’s 
condition  showed  no  essential  change,  and  death  oc- 
curred 15  hours  after  admission. 

Autopsy  Examination. — The  body  was  that  of  a 
21-month-old  Negro  boy,  2 feet,  10  inches  long, 
weighing  approximately  25  pounds.  There  were  no 
macroscopic  lesions  observed  in  the  examination  of 
the  body.  The  spleen  weighed  120  gm.  and  the  liver 
475  gm.;  both  were  enlarged.  The  lymph  nodes 
were  enlarged;  however,  this  was  not  considered 
significant.  A small  amount  of  vomitus  was  present 
in  the  trachea  and  larger  bronchi. 

The  primary  microscopic  lesion  was  vascular. 
Thrombi  were  present  in  the  small  arteries  in  the 
lungs  (Fig.  1).  Focal  areas  of  necrosis  were  pres- 
ent in  the  small  arteries  in  the  adrenal  (Fig.  2). 
There  were  focal  collections  of  inflammatory  cells 
about  small  blood  vessels  in  the  kidney.  Many  of 
these  areas  resembled  small  abscesses  (Fig.  3). 
Mononuclear  cells  predominated  in  these  focal  lesions 
in  the  lung  and  kidney.  Similar  cells  were  present 

M-''' 


Fig.  2.  A small  artery  in  the  capsule  of  the  adrenal  with 
acute  necrosis  of  the  endothelium  along  one-half  of  the 
wall  as  shown  by  the  arrow.  Hematoxylin  and  eosin  stain, 
X 151. 
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in  the  vascular  lesions  throughout  the  viscera.  There 
were  many  mononuclear  cells  infiltrating  the  spleen 
and  the  sinusoids  of  the  lymph  nodes.  A diffuse 
mononuclear  reaction  was  present  about  the  portal 
triads  of  the  liver  and  in  the  interstitial  tissue  of 
the  lung  (Fig.  4). 

Grossly,  the  brain  weighed  861  gm.,  it  was  pale, 
and  suggestive  of  the  presence  of  edema.  A 5 by  5 


mm.  hemorrhage  was  present  in  the  left  posterior 
corpus  callosum  just  rostral  to  the  splenium.  In  mul- 
tiple sections  through  the  cerebrum,  cerebellum,  and 
brain  stem  there  were  small  petechiae.  Foci  of 
microglia  were  distributed  through  the  parenchymal 
tissue.  Clusters  of  microglia,  often  referred  to  as 
Babes’  nodes,  were  prominent  in  the  region  of  the 
inferior  olives  (Fig.  5).  No  inclusion  bodies  or  or- 


Fig.  3.  Focal  collections  of  inflammatory  cells  in  the  me- 
dulla of  the  kidney.  Most  of  these  cells  are  mononuclear. 
Hematoxylin  and  eosin  stain,  X 110. 


Fig.  4.  The  interstitial  tissue  in  focal  areas  of  the  lung  is 
infiltrated  by  inflammatory  cells,  primarily  mononuclears. 
Hematoxylin  and  eosin  stain,  X 104. 
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Fig.  5.  A nodule  composed  of  microglia  is  present  in  the 
center  of  the  inferior  olivary  nucleus.  Hematoxylin  and 
eosin  stain,  X 261. 


Fig.  6.  The  small  vascular  channel  is  virtually  obliterated 
by  inflammatory  cells  that  occupy  the  vessel  well  and  the 
surrounding  Virchow-Robin  space  in  the  cerebral  cortex. 
Hematoxylin  and  eosin  stoin,  X 261. 
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Table  1. — Results  of  Complement  Fixation  Tests  on  Guinea  Pig  No.  1,  Utilizing  Rocky 
Mountain  Spotted  Fever,  Rickettsialpox,  and  Typhus  Antigens. 


Days  of  Bleeding  Relative 
to  Inoculation  Date 

m..  mi  4 .. 

f 

Rocky  Mountain 
Spotted  Fever 

liters  with  ihree  Antigens 

Rickettsialpox 

Typhus 

—1 

1:32  (-) 

1:32  (-) 

1:32  (-) 

+ 21 

1:2048  (4+)> 

1:2048  (3+) 

1:32  (-) 

+ 35 

1:2048  (4+)> 

1:512  (3  + ) 

1:32  (-) 

> End  point  not  determined. 


ganisnis  were  observed.  Inflammatory  cells  were 
present  in  the  perivascular  spaces  (Fig.  6).  The  lep- 
tomeninges  were  involved  only  minimally.  State  lab- 
oratory examination  of  multiple  brain  specimens 
were  negative  for  rabies  when  imprint  smears  were 
stained  by  the  Seller’s  method.  Similar  impressions 
were  negative  for  rabies  virus  when  examined  in  the 
fluorescent  antibody  test.  The  mouse  inoculation  test 
for  rabies  was  performed  also  with  negative  find- 
ings. Additional  sections  of  the  brain  and  viscera 
were  frozen  and  later  submitted  to  the  State  labora- 
tory for  rickettsial  studies. 

Laboratory  SUidies. — A 10  percent  suspension  of 
the  brain  tissue  which  had  been  retained  in  the 
frozen  state  was  inoculated,  in  varying  doses  by  the 
yolk  sac  route,  into  each  of  several  eight-day-old 
embryonated  eggs.  Most  of  the  embryos  were  dead 
or  moribund  by  the  seventh  day,  and  smears  of  the 
yolk  sacs  appropriately  stained  by  the  Giemsa  or 
Macchiavello  techniques  revealed  numerous  rickett- 
siae.  Subsequently  4 ml.  of  the  10  percent  suspen- 
sion was  inoculated  intraperitoneally  into  a male 
guinea  pig.  On  the  seventh  day  the  pig  had  a tem- 
perature of  105.2  P.  Two  ml.  of  blood  were  removed 
promptly  and  inoculated  intraperitoneally  into  the 
second  guinea  pig.  This  pig  was  febrile  on  the 
fourth  day  and  showed  redness  of  the  skin,  particu- 
larly about  the  ears.  This  redness  was  more  obvious 
than  the  usual  swelling  of  the  scrotal  sac.  The  ani- 
mal was  sacrificed  when  moribund,  and  rickettsiae, 
suggestive  of  the  spotted  fever  group,  were  demon- 
strable in  the  tunica  vaginalis  removed  from  the 
right  scrotal  sac. 

The  first  guinea  pig  survived  after  a febrile  pe- 
riod lasting  from  the  seventh  through  the  tenth  day. 
Results  of  the  complement  fixation  tests  on  three 
blood  specimens  from  this  pig,  drawn  through  the 
35th  day,  are  shown  in  Table  1.  A typical  cross  re- 
action with  rickettsialpox  antigen  occurred.  These 
tests  were  considered  to  be  diagnostic  of  spotted 
fever. 

Pathogenesis 

The  classification  of  rickettsial  infection, 
as  recently  described  by  Anigstein,^  is  gen- 
erally based  on  the  nature  of  the  arthropod 
vector ; louse-borne  and  flea-borne  typhus  fe- 
vers represent  the  insect-borne  rickettsioses ; 
the  group  of  spotted  fevers  represents  the 
tick-borne  rickettsioses ; scrub  typhus  and 
rickettsialpox  are  members  of  the  mite-borne 
group ; while  Q fever  only  occasionally  is 
transmitted  by  ticks.  The  acute  character  of 
an  infection  manifests  itself  in  most  rickett- 
sioses by  an  abrupt  onset  of  fever.  A con- 


tinuous type  of  fever  is  rapidly  established, 
and  a toxic  effect  of  the  infection  upon  the 
patient  can  be  recognized.  In  typhus  fever, 
for  example,  during  the  first  week  of  the  dis- 
ease, characteristic  skin  eruption  will  appear 
and  gradually  cover  the  body.  In  the  case  of 
spotted  fever  these  symptoms  are  greatly  in- 
tensified by  higher  febrile  reaction,  more  in- 
tense toxemia,  and  severe  skin  eruption  with 
skin  necrosis.  While  a rapid  march  of  clini- 
cal events  is  characteristic  for  the  entire 
group  of  rickettsial  diseases,  the  rapidity  in 
the  progress  of  pathologic  changes  in  spotted 
fever  is  striking,  particularly  the  appearance 
of  extensive  subcutaneous  hemorrhagic  areas. 
Generally  speaking,  the  pathogenesis  of  rick- 
ettsiosis  is  vasculitis,  which  is  caused  by  the 
damaging  predilection  of  the  rickettsiae  for 
the  vascular  system,  especially  for  the  en- 
dothelial cells. 

One  of  the  constant  features  of  typhus  is 
the  involvement  of  the  central  nervous  sys- 
tem manifested  by  persistent  headache  and 
various  degrees  of  meningoencephalitis.^  The 
clinical  course  of  typhus  can  be  drastically  in- 
fluenced by  broad-spectrum  antibiotics,  which 
may  arrest  the  course  of  the  disease  within 
two  to  three  days.-® 

Spotted  fever  is  the  most  severe  of  the 
human  rickettsioses.  The  symptoms  may  re- 
semble encephalitis,  with  high  fever,  chills, 
headache,  joint  pains,  mental  confusion,  and 
lethargy.  Reading  and  KlinR^  in  1943  de- 
scribed symptoms  of  spotted  fever  in  Texas 
as  having  spectacular  skin  manifestations 
which  started  with  pinpoint  petechial  hemor- 
rhages, and  rapidly  changed  into  large  hem- 
orrhagic areas  over  the  skin  of  the  entire 
body.  Just  before  death,  they  noted  necrotic 
areas  on  the  buttocks  of  the  body  of  a boy 
and  also  on  the  penis  and  scrotum  at  the 
point  where  skin  contacts  developed.  The 
incubation  period  usually  is  four  to  eight 
days,  and  the  fever  may  persist  for  two  to 
three  weeks. 

Rickettsiae  are  microorganisms  which,  in 
a suitable  medium,  remain  mostly  in  granu- 
lar form  and  undergo  changes  into  bacilli 
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only  during  the  process  of  proliferation^® 
Coccoid  and  bacillary  forms  occur  intracel- 
lularly.  In  addition,  dumbbell-shaped  forms, 
chain  formation,  and  thread-like  forms  are 
present  in  various  stages  of  the  infection.^ 
These  organisms  stain  by  the  Giemsa  tech- 
nique. Basophilic  granules  in  the  cytoplasm 
of  histocytes  must  not  be  confused  with  rick- 
ettsiae.^® 

Pathology 

The  primary  pathologic  lesion  in  rickett- 
sial diseases,  as  in  the  case  reported,  is  vas- 
cular. Associated  with  the  injured  endothe- 
lial cells  are  necrosis  and  thrombosis  accom- 
panied by  a mononuclear  reaction.  Petechiae, 
interstitial  pneumonia,  and  perivascular  ac- 
cumulation of  mononuclear  cells  are  the  usual 
histologic  lesions.  The  latter  are  most  nu- 
merous in  the  skin,  brain,  and  cord  but  may 
be  found  in  any  tissue.  The  pathologic  changes 
are  more  severe  in  spotted  fever,  and  focal 
areas  of  necrosis  may  occur  in  the  skin  and 
brain.  The  encephalitis  resulting  from  rick- 
ettsiae  is  similar  to  that  produced  by  certain 
viruses.  The  differential  diagnosis  is  made 
serologically  or  by  the  demonstration  of  the 
etiological  agent.  The  organisms  as  seen  in 
the  tissue  are  always  intracellular.  Giemsa 
staining  after  Regaud’s  fixative  is  the  best 
method  for  staining  the  organism.^®  In  fresh 
tissue  the  organisms  also  are  stained  readily 
by  either  the  Macchiavello  or  the  Castaneda 
technique. 

Epidemiology 

Spotted  fever  is  a widely  distributed  tick- 
borne  infection.  The  true  incidence  in  Texas 
at  this  time  is  believed  to  be  more  than  the 
two  to  three  cases  confirmed  by  laboratory 
and  reported  annually  during  the  past  15 
years.  Severe  or  “atypical  typhus  fever” 
cases  should  be  confirmed  by  the  comple- 
ment fixation  test  rather  than  the  Weil-Felix 
reaction.  Early  therapy  may  result  in  anti- 
body suppression  so  that  serological  confir- 
mation is  not  obtainable.  The  death  rate  in 
suspected  cases  formerly  was  high  but  has 
been  greatly  reduced  in  recent  years.  Most 
cases  occur  in  east  Texas  in  the  spring  or 
early  summer  when  ticks  are  more  abundant. 
Males  are  infected  slightly  more  often  than 
females.  Although  several  species  of  ticks 
are  potential  vectors,  A.  americanum,  the 
most  common  tick  in  Texas,  is  believed  to  be 
the  principal  vector.  All  stages  of  this  tick 


attack  man,  and  the  larvae  and  nymphs  are 
notorious  pests.  This  tick  perhaps  is  not  a 
good  vector.  DerTmicentor  andersoni,  the 
Rocky  Mountain  wood  tick  and  principal  vec- 
tor in  the  west,  rarely  is  found  in  Texas,  but 
D.  variabilis,  the  eastern  dog  tick  and  prin- 
cipal vector  in  the  east,  is  a possible  vector 
in  Texas.  A small  pool  of  the  latter  ticks, 
removed  from  his  dog  by  a physician  near 
Wichita  Falls,  and  submitted  for  identifica- 
tion was  found  infected.^^  RhipicepJuihis 
sanguineus,  the  brown  dog  tick,  and  A.  mac- 
ulatum  are  possible  vectors,  but,  in  Texas  at 
least,  they  seldom  attack  man.  A rickettsia, 
closely  related  to  that  of  Mediterranean  fe- 
ver was  found  in  A.  macuhitum  collected  in 
southeast  Texas. 

Clinical  Diagnosis  and  Treatment 

Early  clinical  diagnosis  of  Rocky  Moun- 
tain spotted  fever  requires  a high  index  of 
suspicion  coupled  with  an  adequate  history 
regarding  tick  bite  or  exposure  in  tick-in- 
fested areas  and  careful,  repeated  clinical 
appraisal,  especially  of  the  character,  distri- 
bution, and  evolution  of  the  cutaneous  le- 
sions.^® The  characteristic  evolution  of  the 
cutaneous  eruption  has  been  described  re- 
peatedly. The  clinical  diagnosis  of  Rocky 
Mountain  spotted  fever,  although  not  consid- 
ered difficult  ordinarily,  may  be  obscure  in 
mild  or  fulminating  cases. In  our  experience 
it  usually  has  been  mistakenly  diagnosed  ini- 
tially as  rubeola.  Prior  to  the  onset  of  rash 
the  clinical  findings  are  nonspecific.  During 
the  earlier  phases  of  the  eruption.  Rocky 
Mountain  spotted  fever  may  be  confused  with 
meningococcemia  particularly,  and  with  ty- 
phoid fever,  typhus,  drug  eruptions,  and  ac- 
quired toxoplasmosis.  Early  clinical  diag- 
nosis could  be  especially  difficult  in  the 
Negro.  Missirliu  and  others’^'*  have  remarked 
upon  the  striking  and  unexplained  predomi- 
nance of  white  patients  in  their  series  of 
cases  observed  in  a charity  hospital  serving 
a predominantly  Negro  population. 

Rocky  Mountain  spotted  fever  should  not 
be  fatal  if  recognized  and  if  treatment  is  be- 
gun early.  The  specific  treatment  involves 
the  use  of  a tetracycline  or  chloramphenicol 
or  both  for  seven  to  ten  days.  Since  botli 
drugs  are  rickettsiostatic,  occasional  relapses 
may  be  anticipated,  but  organism  resistance 
to  these  drugs  apparently  does  not  occur. 
Para-aminobenzoic  acid  is  no  longer  used. 
Sulfonamides,  because  of  their  competitive 
metabolism  related  to  para-aminobenzoic 
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acid,  may  have  an  adverse  effect  on  the 
course  of  the  disease.  Steroid  hormones  are 
not  generally  used  in  treatment,  although 
Workman  and  others-^  found  suggestive  evi- 
dence of  a favorable  effect  on  the  febrile 
and  toxic  manifestations  in  nine  patients 
treated  with  cortisone  in  conjunction  with 
chloramphenicol;  they  suggested  further 
trials  in  severely  ill  patients  diagnosed  late 
in  the  course  of  the  disease.  General  sup- 
portive measures  are  especially  emphasized 
in  treatment  with  particular  attention  to 
protein  nutrition,  fluid  and  electrolyte 
homeostasis,  the  symptomatic  relief  of  pain, 
and  anticipation  of  myocarditis  and  cardiac 
decompensation. 

Only  one  other  case  of  Rocky  Mountain 
spotted  fever  has  been  seen  in  this  hospital 
in  the  past  ten  years.  A seven-year-old  white 
girl  from  a suburban  residential  area  of 
Galveston  County  was  referred  to  the  hos- 
pital on  March  23,  1963,  with  a diagnosis  of 
rubeola  with  meningoencephalitis.  A febrile 
illness  had  been  present  for  eight  days  and 
a rash  for  seven  days.  Although  comatose 
on  admission,  the  child  responded  well  to 
chloramphenicol  treatment  and  made  a com- 
plete recovery.  The  diagnosis  of  rickettsiosis 
was  confirmed  by  complement  fixation  tests. 

Laboratory  Diagnosis 

Laboratory  diagnosis  of  spotted  fever  de- 
pends upon  results  of  the  application  of  sero- 
logical procedures  or  recovery  and  identifi- 
cation of  the  rickettsiae.  Three  blood  speci- 
mens usually  are  required.  The  first  should 
be  drawn  as  early  in  the  illness  as  possible, 
the  second  should  be  obtained  near  the  sec- 
ond week,  and  the  third  should  be  drawn 
four  to  six  weeks  after  onset  of  illness.  The 
first  blood  specimen  should  be  obtained  be- 
fore broad  spectrum  antibiotic  therapy  is 
begun;  10-20  ml.  of  clotted  blood  should  be 
obtained,  and  should  be  sent  on  ice  to  the 
laboratory.  If  this  specimen  is  to  be  frozen, 
the  serum  and  clot  should  be  separated  first. 
The  blood  clot  is  saved  for  the  inoculation 
tests.  The  second  and  third  specimens  of 
blood  may  be  sent  by  ordinary  mail.  First 
and  second  sera  are  utilized  in  the  Proteus 
OX  agglutination  test;  both  0X19  and  0X2 
antigens  may  be  used.  A fourfold  or  greater 
titer  increase  with  either  of  the  antigens  is 
of  presumptive  diagnostic  value  but  does  not 
permit  differentiation  between  typhus  and 


spotted  fever.  All  three  sera  are  used  in  the 
more  specific  complement  fixation  test  in 
which  both  typhus  and  spotted  fever  anti- 
gens are  used.  A fourfold  or  greater  titer 
rise  in  the  complement  fixation  test  with 
spotted  fever  antigen  is  good  diagnostic  evi- 
dence of  spotted  fever. 

The  isolation  and  identification  of  the 
agent  of  spotted  fever  is  most  important  in 
fatal  cases  in  which  serological  tests  cannot 
be  successfully  applied.  Frozen  spleen,  brain, 
or  other  organ  tissue  is  required.  This  test 
also  is  necessary  if  antigens  are  not  avail- 
able or  if  for  any  reason  serological  tests 
are  not  applicable.  For  best  results  inocula- 
tion tests  should  include  those  of  a group  of 
embryonated  eggs  and  two  or  more  male 
guinea  pigs.  Under  field  conditions,  adult 
male  guinea  pigs  may  be  injected  intraperi- 
toneally  with  2 to  4 ml.,  or  adult  white  mice, 
0.5  ml.,  of  whole  blood  at  the  patient’s  bed- 
side, before  specific  treatment  is  begun.  If 
rickettsiae  are  found  in  suitably  stained 
preparations  of  yolk  sacs  of  embryonated 
eggs,  two  or  three  guinea  pigs  are  inoculated 
intraperitoneally  with  this  yolk  material 
and  temperatures  are  taken  daily,  as  with 
male  guinea  pigs  directly  inoculated  with 
the  patient’s  blood  or  blood  clot.  In  spotted 
fever,  as  in  endemic  typhus,  the  male  guinea 
pigs  show  sudden  temperature  elevation 
after  variable  incubation  periods  and  a 
characteristic  scrotal  reaction.  The  reaction 
frequently  is  more  severe  in  spotted  fever. 
The  most  important  point  is  that  guinea 
pigs  surviving  spotted  fever  infection  de- 
velop good  complement  fixation  titers  with 
spotted  fever  antigen,  and  usually  with 
rickettsialpox  antigen. 
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Biomedical  Institute  Earns  Animal  Care  Accreditation 

The  Institute  for  Biomedical  Research  of  the  American  Medical 
Association  Education  and  Research  Foundation  is  one  of  the  first 
scientific  organizations  to  receive  accreditation  of  its  laboratory 
animal  facilities. 

Accreditation  was  made  by  the  American  Association  for  Ac- 
creditation of  Laboratory  Animal  Care  (AAALAC) — a newly  formed 
national  organization  of  education,  health  and  research  groups  con- 
cerned with  the  care,  study  and  use  of  animals  in  scientific  research. 

To  qualify,  applicants  must  fulfill  standards  of  excellence  in 
animal  care  established  by  the  U.S.  Department  of  Health,  Education 
and  Welfare. 

According  to  George  R.  Collins,  director  of  animal  research 
facilities  at  the  Biomedical  Institute,  these  include  adequate  and 
sanitary  housing  of  animals,  the  technical  competence  of  animal 
handlers,  environmental  controls  such  as  temperature  and  humidity, 
and  safeguards  for  the  health  and  humane  care  of  animals. 

Accreditation  is  on  a voluntary  basis,  similar  to  the  basis  under 
which  hospitals  are  accredited. 

AAALAC  came  into  being  in  April,  1965.  Its  purpose  is  “to 
promote  a program  for  the  accreditation  of  laboratory  animal  care 
facilities  which  will  encourage,  promote  and  facilitate  scientific 
research  which  includes  the  use  of  experimental  animals.” 
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Rehabilitation  of  Mental  Patients 
Employers'  Problems 


I 1 THE  INCREASING  INCIDENCE 

REVIEW  ARTICLES  and  awai'eness  of  mental  disorders 
in  modern  society  presents  new 
and  sometimes  baffling  problems 
for  both  employees  and  management. 

The  employee  with  mental  or  emotional  ill- 
ness, even  if  fully  recovered,  faces  uncer- 
tainty about  the  response  of  employers,  new 
or  old.  The  employer  may  face  different 
problems  that  are  of  equal  magnitude.  Em- 
ployers often  need  the  skills  and  abilities 
of  rehabilitated  mental  patients,  but  are  fear- 
ful of  unforeseen  risks.  What  is  the  chance 
of  absenteeism,  further  illness,  or  poor  work? 
What  about  the  reaction  of  the  other  em- 
ployees? Will  they  ostracize  the  former  pa- 
tient, multiplying  personnel  difficulties?  Is 
there  danger  of  his  “losing  control”  in  an 
aggressive  or  sexual  way  ? 

These  and  hundreds  of  other  questions  of 
greater  or  lesser  sophistication  arise  fre- 
quently in  the  rehabilitation  of  mental  pa- 
tients, a process  where  the  ability  to  do  pro- 
ductive work  is  often  the  bedrock  on  which 
self-esteem  and  self-acceptance  are  rebuilt. 

In  the  broader  perspective  of  society, 
successful  rehabilitation  of  more  patients 
will  lessen  strain  on  overcrowded  facilities 
and  budgets,  thus  helping  to  minimize  the 
enormous  cost  in  tax  dollars  of  caring  for 
the  mentally  ill,  as  well  as  improving  the 
standard  of  care  for  those  who  must  be 
hospitalized. 

With  the  growing  incidence  of  these  prob- 
lems, skill  in  evaluating  the  employment 
potential  of  mental  patients  assumes  as  much 
importance  as  realistically  evaluating  physi- 
cal assets  and  limitations. 


Most  Employers  Are  Willing 

A survey  of  employers  in  the  Boston  area’^ 
has  shown  more  than  three-fourths  to  be 
agreeable  to  the  hiring  of  former  mental  pa- 
tients. “This  high  proportion  of  community 
employers  receptive  to  the  idea  of  employing 
the  emotionally  handicapped  runs  contrary 
to  a generally  accepted  notion  that  employers 
are  prone  to  discriminate  against  this  large 
minority  in  our  society.  The  genuineness  of 
their  expressed  attitudes  was  evidenced  in 
the  willingness  of  a large  proportion  of  the 
group  in  our  study  to  actually  accept  for 
placement  individuals  referred  directly  by 
a psychiatric  hospital.” 

Despite  this  general  willingness,  some  em- 
ployers shy  away  from  realistic  considera- 
tion of  the  employability  of  persons  who 
have  had  psychiatric  problems. 

Employer  Problems 

What  are  the  reasons  for  this  reticence? 
What  makes  the  assessment  of  a former 
mental  patient  such  a difficult  problem  for 
employers  ? There  are  many  reasons.  A num- 
ber of  the  most  prominent  can  be  grouped 
in  three  categories:  (1)  fear  arising  from 
insufficient  knowledge,  (2)  the  unusual  na- 
ture of  psychiatric  problems,  and  (3)  cer- 
tain real  and  logical  considerations. 

Fear  Arising  from  Insufficient  Know- 
ledge.— Even  semisophisticated  people  no 
longer  harbor  the  gross  prejudices  of  the 
past,  but  there  is  still  a large  reservoir  of 
ungrounded  popular  fears  regarding  mental 
illness.  Although  most  employers  and  per- 
sonnel managers  are  personally  free  from 
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Vocational  rehabilitation  potential  of  psy- 
chiatric patients,  and  their  acceptance  by 
employers,  is  much  higher  than  is  generally 
believed,  but  it  is  a social  problem  of  broad 
concern.  Employers  face  many  questions  in 
hiring  former  mental  patients.  Some  are 
based  on  ungrounded  fears;  others  are  real- 
istic. Although  broad  guidelines  are  evident, 
the  best  course  is  to  rely  on  individual  psy- 
chiatric assessment  plus  cooperation  in  sup- 
portive  measures.  


these  irrational  prejudices,  they  may  be  prey 
to  them  in  at  least  two  indirect  forms:  (1) 
an  over-generalization  about  former  mental 
patients  from  a few  unpleasant  experiences, 
perhaps  even  second-hand  or  newspaper  ac- 
counts, and  (2)  a projected  fear  of  how 
other  workers  may  react.  Another  irrational 
area,  presented  in  a more  rationalized  form, 
may  be  excessive  fear  of  absenteeism,  de- 
creased productivity,  and  increased  cost  of 
employing  such  persons. 

What  are  the  facts?  One  of  the  most  ex- 
tensive studies  of  job  adjustment  of  the 
psychiatric  patient  involved  veterans  of 
World  War  II  and  the  Korean  conflict.-  In 
a study  sample  of  more  than  2,000  vet- 
erans with  functional  (nonorganic)  psychia- 
tric conditions,  31  percent  were  unemployed, 
in  contrast  to  6 percent  of  the  “nondisabled” 
civilian  force  in  comparable  years.  Of  those 
who  were  employed,  however,  62  percent  had 
been  working  for  the  same  employer  for 
more  than  five  years,  which  certainly  indi- 
cates considerable  job  stability.  Only  11  per- 
cent had  worked  for  their  current  employers 
for  less  than  one  year.  Nine  out  of  ten  were 
rated  by  trained  vocational  counselors  as 
“making  good”  at  their  jobs.  Those  with  a 
greater  than  30  percent  disability  rating 
were  more  often  judged  to  be  less  satisfied 
with  their  employment.  Age  seemed  to  make 
no  difference  in  adjustment,  though  married 
veterans  were  somewhat  more  stable  in  their 
employment  than  single  or  divorced  men. 
Another  measure  of  continued  improvement 
was  a steady  decline  in  the  number  of  those 
with  disability  ratings  above  70  percent. 

Perhaps  even  more  encouraging  is  a report 
from  Vermont,^  where  vocational  rehabilita- 
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tion  help  was  given  to  a group  of  psychiatric 
patients  who  had  an  average  duration  of 
continuous  hospitalization  of  over  six  years. 
Their  average  duration  of  illness  was 
over  12  years.  “Not  only  have  these  pa- 
tients remained  out  of  the  hospital,  but  ap- 
proximately three  out  of  four  are  fully  self- 
supporting  and  living  socially  satisfying 
lives.  When  checked  six  months  after  leaving 
the  hospital,  75%  of  these  patients  were 
fully  self-supporting  in  social  settings  that 
required  or  encouraged  much  social  inter- 
action.” 

In  other  studies  from  the  same  area,^’®  63 
percent  of  patients  with  chronic  schizo- 
phrenia, one  of  the  most  pessimistic  diag- 
noses in  psychiatry,  had  achieved  various 
stages  of  reestablishment  in  community  life 
outside  the  hospital.  Over  60  percent  were 
employed  full  time. 

Another  measure  of  the  degree  of  job  re- 
habilitation in  former  mental  patients  comes 
from  a study  in  the  Boston  area “The  ma- 
jority of  employed  ex-patients  (77  percent) 
stayed  at  the  same  occupational  level  of 
skill.  Eleven  percent  moved  downward,  and 
five  percent  moved  upward  . . . Our  data 
would  support  the  growing  evidence  that 
ex-patients  have  less  difficulty  adjusting  to 
work  roles  than  to  social  and  family  roles.” 

Although  the  litei-ature  reveals  no  perfect- 
ly clear  way  of  distinguishing  which  patients 
can  be  successfully  rehabilitated,  there  are 
some  general  indications  of  significant  fac- 
tors involved.  In  a study  of  schizophrenic 
men  discharged  from  the  Utah  State  Hospi- 
tal and  Salt  Lake  General  Hospital  between 
1957  and  1959,  the  factors  found  to  be  re- 
lated to  current  employment  status,  in  order 
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of  significance,  were  total  time  in  hospital 
(but  not  the  number  of  admissions),  marital 
status,  intergenerational  vocational  mobility 
in  the  family,  type  of  occupation,  education, 
and  intergenerational  educational  mobility/ 

Another  study  may  cast  light  on  the  re- 
lation of  education  to  job  stability  in  former 
patients:®  “The  only  educational  category 
differing  markedly  in  number  of  jobs  held 
was  that  of  college  graduate,  this  group 
holding  fewer  jobs  or  making  fewer  changes 
than  any  other  group.  In  this  regard  there 
were  only  minor  differences  between  having 
a high  school,  grammar  school,  or  incom- 
pleted  college  education.  . . . Unexpectedly, 
there  was  a general  mean  increase  in  salary 
over  the  pre-hospital  wage.” 

But  what  about  the  reaction  of  fellow 
workers — will  they  ostracize  the  employee, 
creating  even  more  personnel  problems? 
This  is  not  likely,  according  to  a report  of 
Olshansky  and  associates.®  Of  30  workers 
interviewed,  28  would  gladly  work  with  a 
former  mental  patient.  Twenty-six  thought 
the  employer  should  not  reject  an  applicant 
for  reasons  of  psychiatric  diagnosis,  and 
only  4 of  the  30  thought  the  employer  should 
tell  others  of  the  diagnosis. 

Unusual  Nature  of  Psychiatric  Problems. 
— Dr.  Max  E.  Johnson,  Past  President  of  the 
Texas  Medical  Association,  wrote,  “Modern 
medicine  has  as  its  goal  the  treatment  of 
the  whole  man  and  it  is  no  longer  satisfied 
in  treating  only  the  disease.  The  physician 
realizes  that  man,  in  reality,  is  many  things. 
He  is  a physical,  mental,  psychological,  and 
spiritual  being.  Impairment  of  any  one  com- 
ponent may  have  profound  effect  on  the 
other  parts. Of  these  different  aspects  of 
man,  disability  in  the  physical  area  has  per- 
haps received  the  most  sympathetic  help.  A 
man  who  loses  a finger,  for  example,  has  an 
obvious  defect.  Even  the  untrained  observer 
can  assess  whether  the  handicapped  man 
can  light  a cigarette,  tie  his  shoes  and  neck- 
tie, and  feed  himself.  It  is  also  relatively  easy 
to  assess  his  vocational  limitations. 

Mental  illness  is  not  so  simple.  It  does  not 
appear  as  a clear,  unambiguous  physical  de- 
fect. It  is  more  a disturbance  of  the  patient’s 
usual  pattern  of  living,  perhaps  a defect  in 
the  meaning  he  sees  in  life,  or  an  impairment 
of  his  ability  to  absorb  normal  daily  frustra- 
tions. This  lack  of  an  apparent  or  visible 
handicap  is  different  from  most  other  types 


of  medical  disability.  As  with  many  things 
that  cannot  be  seen — from  the  nursery  on- 
ward— the  fantasy  is  often  worse  than  the 
reality.  The  fearful  may  project  onto  the  ex- 
patient (who  is  totally  cured  of  his  depres- 
sion) their  own  repressed,  antisocial  im- 
pulses. 

There  even  may  be  doubt  as  to  the  “cured” 
status  of  a person  who  has  had  mental  illness 
— doubt  that  would  not  exist  in  the  case  of 
an  obvious  disability  like  a broken  bone  en- 
cased in  a cast,  or  in  a hidden  but  “under- 
standable” disease  like  pneumonia.  A recur- 
rent depressive  episode  may  be  viewed  as 
evidence  of  chronicity,  whereas  a recurrent 
bout  of  flu  might  be  shrugged  off  as  bad 
luck — an  unfortunate  double  standard  for 
judging  disease. 

Also,  many  persons  misunderstand  the 
large  area  of  medical  practice  where  the  pa- 
tient may  be  functionally  “well”  but  may 
never  be  “cured,”  and  may  evoke  the  double 
standard  to  judge  psychiatric  cases.  A dia- 
betic, entirely  dependent  on  his  daily  insulin, 
may  not  be  considered  “sick,”  yet  the  patient 
who  functions  normally  with  a daily  dose  of 
tranquilizer  may  have  to  hide  his  need  for 
medication  lest  he  be  considered  untrust- 
worthy. 

Still  another  facet  of  psychiatric  problems 
that  creates  anxiety  is  the  difficulty, 
especially  for  untrained  personnel,  of  assess- 
ing their  severity. 

Reality  Factors. — Finally,  there  are  some 
reality  factors  that  must  be  faced.  Some  pa- 
tients cannot  be  vocationally  rehabilitated. 
An  important  rule  is  to  make  individual 
assessments  of  each  person’s  potentials  and 
limitations,  rather  than  permit  unwarranted 
group  judgments  on  such  overinclusive  cate- 
gories as  “former  mental  patients.”  Unfortu- 
nately, some  such  generalizations  can  be  em- 
bodied in  the  “red  tape”  area  of  modern  busi- 
ness, for  example,  requirements  for  inclusion 
in  group  insurance  policies.  Wherever  such 
judgments  as  to  employability  are  made  by 
superficial  assessment,  as  in  a simple  ques- 
tionnaire about  psychiatric  hospitalization, 
they  are  probably  inaccurate  and  unneces- 
sarily discriminatory.  How,  then,  should  such 
judgments  about  employability  be  made? 

Evaluating  Employability 
After  Psychiatric  Illness 

The  Committee  on  Mental  Health  in  In- 
dustry of  the  American  Medical  Association 
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lists  three  areas  of  assessment  that  must  be 
considered  in  evaluating  employability  after 
psychiatric  illness  the  situation  before  ill- 
ness, the  illness  itself,  and  the  post-illness 
factors.  Important  to  assess  before  the  for- 
mal diagnosis  of  psychiatric  illness  are  per- 
sonality, somatic  disorders,  and  stress  both 
on  the  job  and  in  other  areas. 

Diagnosis  is  only  one  important  factor  in 
the  illness  period.  “Because  of  great  varia- 
tions in  type  and  severity  of  the  illness,  and 
because  it  is  often  impossible  to  make  an 
accurate  psychiatric  diagnosis  until  quite 
some  time  after  the  symptoms  appear,  a 
diagnosis  of  psychiatric  illness  is  not,  per 
se,  sufficient  ground  for  denying  employ- 
ment or  discharging  an  employee.  Indeed, 
many  psychiatric  patients,  including  psy- 
chotics,  make  very  satisfactory  employees. 

Diagnosis  must  not  be  overemphasized. 
Indeed,  the  AMA  Committee  states  that, 
“Response  to  treatment  is  the  most  accurate 
indicator  of  the  prognosis  for  satisfactory 
return  to  work.”  Distinctions  must  be  made 
between  acute  and  chronic  psychiatric  dis- 
orders, and  a period  of  recuperation  must  not 
be  confused  with  a prolonged  period  of  ill- 
ness. Thus,  the  course  and  duration,  as  well 
as  rehabilitation  measures  available,  are  also 
important. 

In  the  “after  illness”  phase,  factors  that 
may  influence  rehabilitation  include  after- 
effects of  the  treatment  and  illness,  attitude 
and  insight  of  the  patient,  placement  and 
transfer  (adjustment  of  the  employment  en- 
vironment), interpersonal  relations  at  work 
and  elsewhere,  and  the  availability  of  ade- 


quate medical  follow-up.  “The  longer  the  ill- 
ness and  the  attendant  unemployment,  the 
more  necessary  and  valuable  is  the  phy- 
sician’s appraisal  . . . Wherever  possible, 
follow-up  treatment  by  a psychiatrist  is  ad- 
visable for  employees  after  recovery  from 
psychiatric  illness.”” 

The  final  viewpoint  of  the  Committee  is 
encouraging:”  “Most  former  psychiatric  pa- 
tients can  return,  without  restriction,  to  the 
same  type  of  job  they  held  before  illness.” 
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Pipe  Organs  Suffer  from  Respiratory  Diseases 

Bronchitis  and  emphysema  have  been  frequently  linked  with  air 
pollution.  Now  another  type  of  lung  involvement  is  reported  by  Medi- 
cal World  Neivs  from  New  York  City.  The  American  Guild  of  Organ- 
ists, it  reports,  deplores  the  effect  of  air  pollution  on  the  lungs  of 
church  organs.  Added  to  the  respiratory  sufferers  in  big  cities  are 
the  valves,  made  of  sheepskin,  that  pump  air  into  large  electro-pneu- 
matic organs.  Where  formerly  they  lasted  20  to  30  years,  they  now 
hold  up  for  only  about  five  years  in  some  cities.  Chemicals  in  the 
air  are  eating  big  holes  in  the  valves,  causing  squeaks  and  squeals. 
And  what  about  the  choir  singers? 
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OVER  THE  years,  many  schools  of 
REVIEW  ARTICLES  tliought  havG  doveloped  within  the 

■ discipline  of  psychiatry.  Some  have 
had  sufficient  popularity  to  be- 
come known  in  general  medical  circles,  and 
for  various  reasons  others  have  fallen  by 
the  wayside.  Existential  thought  has  begun 
to  make  itself  felt  in  American  psychiatry  and 
has  gained  considerable  status  in  Europe. 
Although  many  people  in  theology  and  psy- 
chology are  familiar  with  these  concepts, 
few  in  the  medical  profession  are  aware  of 
the  concepts  of  existential  thought  as  used 
in  psychiatry. 


Basic  Ideas 

Existential  psychiatry  is  not  to  be  thought 
of  as  another  technical  school  deviating  from 
existing  ones.  It  is  fundamentally  a form  of 
basic  research  rather  than  an  attempt  to 
develop  new  techniques.  The  technical  ap- 
plications have  their  validity  and  importance 
only  on  the  basis  of  understanding  the  under- 
lying structure  of  man’s  existence.^ 

The  roots  of  this  approach  to  the  theory 
of  man  are  found  in  the  philosophic  writings 
of  Soren  Kierkegaard,  Denmark,  and  Ed- 
mund Husserl,  Germany.^  These  two  phil- 
osophic approaches  to  man’s  awareness  of 
his  possibilities  and  freedoms  are  brought 
together  by  Martin  Heidegger  in  his  book, 
“Being  and  Time.”®  From  these  beginnings 
the  writings  of  Ludwig  Binswanger^  and 
Medard  Boss®  arose  to  create  an  appreciation 
of  the  existential  movement  in  American 
psychiatry. 

Many  of  the  existential  concepts  can  be 
found,  or  “read  into,”  the  schools  of  thought 
proposed  by  Sullivan,  Alfred  Adler,  Homey, 

Read  before  the  Second  Annual  Psychiatric  Sym- 
posium for  Texas  State  Hospital  System  at  Terrell 
State  Hospital,  Terrell,  Texas;  Feb.  12,  1965. 


and  Rogers,  but  the  existential  movement  in 
psychiatry  arose  out  of  discontent  with  tech- 
nical formulations  as  found  in  these  writings. 
Existentialists  felt  that  they  could  not 
honestly  explain  why  techniques  they  had 
learned  were  effecting  cures.  Most  were  un- 
willing to  accept  classical  explanatory  de- 
vices such  as  libido,  projection,  transference, 
and  the  unconscious.  They  felt  that  at  best, 
these  were  mere  cover-ups.  Simply  put  “The 
existential  analysis  movement  is  a protest 
against  the  tendency  to  see  the  patient  in 
forms  tailored  to  our  own  preconceptions  or 
to  make  him  over  into  the  image  of  our  own 
predilections.”® 

The  typical  problem  evolving  today  seems 
to  be  the  schizoid  personality  rather  than 
the  hysteric  one  of  Freud’s  day.  This  in  part 
is  a result  of  the  development  of  an  urban, 
industrialized,  and  rapidly  moving  society 
that  leaves  individuals  feeling  small,  “de- 
tached, unrelated,  lacking  in  affect,  tending 
toward  depersonalization,  and  covering  up 
their  problems  by  means  of  intellectualiza- 
tion  and  technical  formulations.”^  Existen- 
tial concepts  are  aimed  at  these  problems  in 
an  attempt  to  give  an  individual  awareness 
of  his  potential  and  to  preserve  the  integrity 
of  his  personality. 

Major  Contributions 

Three  major  contributions  are  given  to 
psychiatry  by  this  movement:  analysis  of 
being,  the  attempt  to  understand  the  person 
in  this  world,  and  the  concept  of  the  human 
being’s  capacity  to  rise  above  or  transcend 
the  immediate  situation. 

Analysis  of  Being. — This  is  generally  con- 
sidered as  the  basic  contribution.  Being  is 
not  to  be  thought  of  as  merely  a collection  of 
drives  and  deterministic  forces  of  behavior. 
The  analysis  of  being  is  concerned  primarily 
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Anxiety  results  from  insecurity,  which  man 
can  overcome  by  developing  a reason  for 
being.  Existentialism  stems  from  both  phi- 
losophy and  science;  in  psychiatry  its  value 
is  to  help  the  therapist  understand  patients 
as  individuals  and  guide  them  toward  secure 
knowledge  of  why  they  exist. 


with  ontology,  the  science  of  reality,  and 
dasein,  the  particular  German  term  of  exist- 
ence used  for  the  human  being.  Simply  trans- 
lated, dasein  means  being  {da)  there  (sein). 
This  word  “refers  to  the  fact  that  man  is 
the  being  who  is  there,  and  who  has  a ‘there’ 
in  the  sense  that  he  can  know  he  is  there 
and  take  a stand  with  reference  to  that 
fact.”®  My  “there”  is  not  just  any  place,  but 
is  this  particular  place  in  time  and  space 
at  this  given  moment. 

There  are  three  distinctive  aspects  to  this 
concept.  First,  being  is  used  to  mean  poten- 
tiality, or  the  process  of  becoming  some- 
thing. A corollary  to  this  is  that  we  can 
understand  another  man  only  in  light  of 
what  we  see  him  moving  toward,  what  he 
is  becoming.  Second,  this  being  is  not  like 
an  acorn  growing  into  a tree,  a somewhat 
automatic  process  given  once  and  for  all,  but 
it  can  be  forfeited.  Kierkegaard’s  statement 
that  man  becomes  what  he  makes  of  him- 
self and  nothing  more®  gives  credence  to 
this.  Third,  man  is  an  individual  who 
knows  that  at  some  undetermined  future 
time  he  will  not  be,  and  if  one  becomes 
aware  of  nonbeing,  then  his  existence  will 
take  on  vitality. 

The  implications  derived  from  these  as- 
pects are  twofold.  Primarily  the  “particular 
existence”  is  a necessary  precondition  to  the 
solution  of  the  patient’s  problems.  Without 
this  knowledge  of  a “particular  existence” 
any  solution  is  a pseudosolution  although 
the  latter  may  be  termed  a “successful  ad- 
justment.” Secondarily  dasein  differs  from 
an  ego  function  in  that  the  ego  is  the  in- 
dividual’s capacity  to  assess  and  integrate 
reality,  while  the  dasein  experience  is  the 
individual’s  awareness  that  he  is  the  one  who 
can  do  the  assessing  and  integrating. 

In  this  discussion  of  being,  anxiety  and 
guilt  are  considered  ontological  (reality) 
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characteristics.  Anxiety,  in  contradistinction 
to  almost  every  other  approach,  is  not  con- 
sidered as  an  affect  (as  pleasure  or  sadness) 
nor  as  a behavioral  reaction.  “Anxiety  is 
not  something  we  ‘have’  but  something  we 
‘are’.”^®  Existential  anxiety  is  the  dread  of 
nonbeing.  It  is  the  becoming  aware  that 
one’s  existence  can  be  lost  and  that  he  can 
become  a nonentity.  Anxiety  strikes  at  the 
center  of  a man’s  self-esteem  and  threatens 
the  security  of  his  own  special  self-values. 
It,  in  this  sense,  is  separate  from  fear.  Fear 
can  be  looked  at  objectively  as  one  can  stand 
away  from  and  look  at  a fire,  whereas  anxiety 
overwhelms  one’s  awareness  of  his  existence 
and  blots  out  the  sense  of  time. 

The  relation  of  guilt  in  being  is  not  to  be 
thought  of  as  “guilty  feelings.”  Reality  guilt 
is  one’s  failure  to  live  up  to  his  essential 
vital  potentialities.  Everyone  participates  in 
this  to  a degree  as  we  all  tend  to  distort 
the  reality  of  our  fellow  men  and  no  one 
ever  totally  fulfills  his  own  potentialities. 
“Ontological  guilt  does  not  consist  of  I-am- 
guilty-because-I  -v  i o 1 a t e-p  arental-prohibi- 
tions,  but  arises  from  the  fact  that  I can 
see  myself  as  the  one  who  can  choose 
or  fail  to  choose.”^^  This  type  of  guilt  does 
not  lead  to  symptom  formation  unless  it  is 
unaccepted  or  repressed,  and  then  it  might 
become  neurotic  guilt  which  is  defined  exis- 
tentially as  misplaced  compulsory  guilt  feel- 
ing. Reality  guilt  is  actually  constructive 
to  the  personality  because  it  gives  rise  to 
humility  and  greater  awareness  of  our  re- 
lationships with  one  another,  and  tends  to 
increase  the  use  of  our  own  potentialities. 

The  Attempt  To  Understand  the  Person  in 
This  World. — Binswanger  pointed  out  that 
psychiatrists  have  paid  far  too  much  at- 
tention to  their  patients’  deviations  from 
life  in  the  world  which  is  common  to  all. 
instead  of  focusing  primarily  upon  each 
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patient’s  or  private  world. Existen- 
tial psychiatrists  think  of  each  of  us  as 
“being-in-the-world”  in  three  modes.  The 
first  is  the  umivelt,  or  the  world  around. 
This  is  largely  the  domain  of  the  past  and 
can  be  thought  of  also  as  biological  and 
environmental.  It  is  the  world  of  instincts, 
drives,  and  deterministic  forces  that  gives 
meaning  to  words  like  adjustment  and  adap- 
tation. The  second  mode  is  mitwelt,  or  with 
world.  This  is  largely  the  world  of  the  pres- 
ent where  the  emphasis  is  on  interpersonal 
relationships  and  the  world  of  one’s  fellow 
man.  The  third  mode  is  eigemvelt,  or  own 
world,  and  is  the  domain  of  the  concept  of 
self-consciousness.  It  is  oriented  toward  the 
future  and  is  thought  of  as  being  unique  for 
human  beings.  It  must  be  emphasized  that 
we  live  in  all  three  simultaneously,  and 
existentialists  feel  that  it  is  erroneous  for 
a therapeutic  approach  to  emphasize  one 
mode  and  exclude  the  other  two.  It  follows 
that  Freud  dealt  only  with  umivelt,  a fact 
Freud  validated,^^  and  classical  psycho- 
analysis deals  somewhat  with  mitwelt. 

Man’s  Capacity  To  Rise  Above  or  Tran- 
scend the  Immediate  Situation. — Maintain- 
ing order  compulsively,  as  is  often  found  in 
semi-intact  brain-damaged  people,  is  a way 
of  being  secure  by  rigidly  holding  onto,  from 
moment  to  moment,  the  concrete  situation. 
However,  the  capacity  to  transcend  the  im- 
mediate situation  implies  the  ability  to  ab- 
stract and  to  think  in  terms  of  the  future. 
It  also  implies  the  ability  to  see  the  past 
and  the  future  in  one’s  own  present.  “The 
capacity  to  transcend  the  situation  is’  an  in- 
separable part  of  self-awareness,  for  it  is 
obvious  that  the  mere  awareness  of  one’s 
self  as  a being  in  the  world  implies  the 
capacity  to  stand  outside  and  look  at  one’s 
self  and  the  situation  and  to  assess  and 
guide  one’s  self  by  an  infinite  variety  of 
possibilities.”^^  In  this  transcending,  the  past 
is  considered  as  having  been,  and  the  present 
as  not  only  this  moment,  but  also  the  dy- 
namic process  of  proceeding  into  a future. 
The  regard  for  the  future  is  considered  most 
important.  In  reality  each  of  us,  not  being 
withheld  by  major  problems,  is  oriented  to- 
ward his  future  and  is  each  moment  design- 
ing this  future  as  he  rises  above  or  tran- 
scends this  very  second  in  time  and  place. 
Each  of  us  thinks  and  talks  in  abstract 
terms  and  in  reality  relates  to  his  own  life 
in  terms  of  the  possible. 


Implications  for  Therapy 

Reading  the  difficult  and  limited  amount 
of  literature  available  in  English  transla- 
tion and  becoming  impressed  with  this  prac- 
tical approach  to  man,  one  cannot  help  but 
search  out  things  to  apply  in  therapy.  It  is 
ajjparent  that  most  of  the  people  are  inter- 
ested in  the  pure  science  aspect.  It  is  freely 
pointed  out  that  details  for  a practical  ap- 
plication have  not  been  worked  out.  The  most 
important  aspect  of  this  approach  is  a way 
of  understanding  human  beings,  and  this 
alone  is  a reasonable  reward  for  pursuing 
a comprehension  of  this  existential  move- 
ment. 

It  is  repeatedly  stated  by  the  various 
writers  that  the  primary  responsibility  of 
the  therapist  is  an  understanding  of  the 
patient  and  especially  understanding  him  in 
his  o^vn  world.  Technical  facility  is  sub- 
ordinate to  this,  for  “Without  this  under- 
standing, technical  facility  is  at  best  irrele- 
vant, at  worst  a method  of  ‘structuralizing’ 
the  neurosis. 

If  a psychological  dynamism  is  to  be  con- 
sidered it  must  be  on  a realistic  basis  with 
full  knowledge  of  the  patient’s  present  situa- 
tion. The  meaning  of  the  dynamism  must 
come  directly  from  the  patient’s  own  im- 
mediate life.  Consider  transference  as  an 
example.  An  existentialist  never  views  any- 
thing explained  as  just  transference.  In  fact, 
the  word  “encounter”  is  used  to  replace  the 
Freudian  term  “transference.”  This  inter- 
personal experience  is  viewed  as  a meeting 
where  new  ways  of  thinking  are  revealed, 
almost  in  the  same  way  that  one  feels  when 
in  the  presence  of  a person  with  a great  life 
experience  and  an  independent  personality. 
This  encounter  is  not  to  be  confused  with 
identification.  Ellenberger  stated,  “If  the 
personality  of  the  subject  is  changed,  it 
means  not  that  he  copies  a model  but  that 
the  model  serves  as  a catalyst  in  whose 
presence  he  comes  to  realize  his  latent  and 
best  abilities  and  to  shape  his  own 
self  . . .”.16 

The  emphasis  in  therapy  is  on  the  pres- 
ence. The  therapist  is  not  posing  as  a mirror 
or  reflector  for  the  patient,  but  being  some- 
one who  at  that  moment  is  capable  of  set- 
ting aside  his  own  problems  and  of  under- 
standing and  experiencing,  insofar  as  pos- 
sible, the  life  of  the  patient.  The  therapist 
is  not  looking  upon  the  patient  as  something 
to  be  analyzed,  as  one  would  look  upon  a 
diseased  organ,  but  as  a whole  person  with 
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unique  complexities  to  be  understood.  The 
whole  purpose  of  the  therapist  is  to  be  there 
to  help  the  patient  bring  to  life  something 
from  himself. 

The  importance  of  recognizing  commit- 
ment is  also  valuable  in  therapy.  The  con- 
cept to  be  grasped  here  is  that  decision 
usually  precedes  knowledge.  To  add  a little 
spice  to  provoke  our  thinking,  it  is  proposed 
that  dreams  occur  after  a decision  is  reached 
and,  in  reality,  the  knowledge  that  the  dream 
gives  us  does  not  give  rise  to  the  decision  to 
talk  about  some  problems  but  the  dream  is 
preceded  by  a decision  to  talk  about  them. 
In  addition,  it  is  usually  assumed  that  a 
patient  will  make  appropriate  decisions  as 
he  gains  insight  (which  in  reality  is  hind- 
sight into  what  he  should  have  done).  This 
is  only  partially  true  because  if  one  accepts 
this  concept  of  commitment  “ . . .the  patient 
cannot  permit  himself  to  get  insight  or 
knotvledge  until  he  is  ready  to  decide,  takes 
a decisive  orientation  to  life,  and  has  made 
the  preliminary  decisions  along  the  tvay.”^'^ 
It  follows  from  this  that  our  present  (how 
we  exist  at  the  moment)  governs  what  we 
may  recall  from  the  past,  because  we  are 
abstracting  our  present  situation  with  a 
view  toward  the  future,  and  some  things  in 
the  past  may  not  be  helpful  to  remember  at 
the  moment. 

The  existentialists’  attitude  toward  the 
unconscious  is  critical.  They  point  out  that 
it  is  a wastebasket  that  can  too  often  be 
retreated  to  for  almost  any  kind  of  casual 
explanation.  Straus  wrote  that  the  uncon- 
scious ideas  of  the  patient  are  more  often 
than  not  the  conscious  theories  of  the  thera- 
pist.^® They  primarily  are  against  compart- 
mentalization  of  the  individual  as  in  reality 
the  patient  must  be  viewed  as  the  composite 
of  his  parts.  They  agree  that  Freud’s  con- 
tribution is  not  significant  and  worthwhile 
in  the  overall  view  of  man.  They  point  out 
that  despite  Freud’s  carefully  laid  frame- 
work, the  doctrine  of  the  unconscious  is 
contemporarily  used  to  rationalize  behavior 
which  leads  to  avoiding  the  reality  of  the 
individual’s  problems  in  his  own  unique 
existence. 

In  regard  to  cure,  the  existentialists  pro- 
test against  the  usual  concepts.  They  point 
out  that  the  kind  of  cure  which  consists  of 
adjusting  to  the  culture  can  be  obtained 
by  technical  gimmicks.  However,  the  real 


goal  of  therapy  should  be  to  have  the  pa- 
tient recognize  and  experience  his  own 
reason  for  being,  to  understand  his  own 
potentialities,  and  to  be  able  to  act  on  them. 

Summary 

This  movement  arose  from  philosophic 
and  phenomenologic  roots  in  Europe.  It  is 
popular  there,  and  seems  to  be  gaining  ap- 
proval in  this  country.  It  is  not  another 
deviant  school  of  psychiatric  techniques,  but 
more  closely  akin  to  a philosophical  science 
dedicated  to  understanding  man  as  an  in- 
dividual. Its  three  major  contributions  to 
psychiatry  are  the  understanding  of  man  as 
a being;  the  concept  of  man  living  simul- 
taneously with  the  environmental  world,  the 
world  of  his  fellow  man,  and  the  world  of 
his  own  self-conscious ; and  the  concept  that 
man  transcends  his  immediate  situation. 

The  therapeutic  implications  seem  to  be 
predicated  on  the  following  assumption:  If 
one  accepts  that  the  psychiatric  patient’s 
problem  is  insecurity  and  anxiety  as  a result, 
and  that  he  attempts  to  defend  himself  by 
seeking  acceptance  and  prestige  of  individ- 
uality, then  the  existential  approach  is  to 
aid  him  in  overcoming  the  former  (insecur- 
ity) and  to  fulfill  the  latter  by  helping  him 
develop  a reason  for  being. 
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Salicylate  Sensitivity 

Mac  Brannen,  M.D.;  and  M.  Allen  Forbes,  Jr.,  M.D. 


Using  an  indirect  basophil  degranulation 
test,  the  authors  found  that  a number  of 
patients  had  allergic  reactions  to  salicylates. 
They  propose  that  such  allergy  is  much 
more  common  than  realized. 


SALICYLATES  in  one  form  or 
RESEARCH  * INVESTIGATION  anotlier  Ei’e  by  far  the  most  com- 

■ monly  used  drugs  in  the  world 
today.^’“  In  1950,  the  annual  con- 
sumption of  these  compounds  in  the  United 
States  was  over  nine  million  pounds  (six  bil- 
lion tablets).®  Undoubtedly,  consumption  is 
much  greater  today.  Fortunately,  the  index 
of  sensitivity  to  salicylates  is  low.  However, 
considering  the  vast  number  of  persons  who 
ingest  this  drug,  the  low  percentage  of  re- 
actors could  still  result  in  a large  number  of 
allergic  reactions  to  the  drug.  The  most  com- 
monly reported  reactions  of  an  allergic  na- 
ture have  been  urticaria  and  asthmatic  at- 
tacks.'*’  ® Allergists  are  familiar  with  al- 
lergic asthma  due  to  aspirin.  As  with  other 
drugs,  laboratory  attempts  to  determine  as- 
pirin sensitivity  in  the  past  have  been  largely 
unsuccessful.'^’  ® Occasional  reports  of  posi- 
tive scratch  tests  or  passive  transfer  tests 
have  been  reported  but  they  are  by  no  means 
consistent.  There  has  long  been  need  for  an 
effective  in  vitro  test  to  detect  drug  sensitiv- 
ity. Shelley,  in  a series  of  papers,®'^®  has  de- 
scribed the  indirect  basophil  degranulation 
test  which  seems  to  fulfill  this  need.  This 
presentation  is  not  intended  to  be  a technical 
paper  on  the  indirect  basophil  degranulation 
test.  Instead,  it  is  a clinical  study,  and  the 
test  itself  will  be  described  only  briefly. 


Presented  before  AMA  Section  on  Dermatology  in 
June,  1964. 


Indirect  Basophil  Degranulation  Test 

There  are  three  steps  in  the  indirect  baso- 
phil degranulation  test:  the  serum  control, 
the  antigen  control,  and  the  test.  The  serum 
control  consists  of  putting  the  patient’s  se- 
rum and  the  rabbit  buffy  coat  on  a slide 
stained  with  neutral  red.  The  antigen  con- 
trol consists  of  the  antigen  and  the  rabbit 
buffy  coat.  In  the  test,  the  antigen,  the  rab- 
bit buffy  coat,  and  the  patient’s  serum  are 
put  together  on  the  same  slide.  In  reading 
the  test  it  is  necessary  to  have  at  least  20 
basophils.  If  one-third  of  the  cells  degranu- 
late  the  reaction  is  considered  to  be  1-f- ; if 
one-half  degranulate,  2+  ; if  two-thirds 
degranulate,  3+ ; and  three-fourths  or  more, 
4-t-.  Reading  of  the  test  requires  a trained 
technician  and  there  is,  of  course,  room  for 
human  error. 

Discussion 

Since  we  became  interested  in  the  problem 
of  aspirin  sensitivity,  we  have  been  amazed 
at  the  great  number  of  compounds  which 
contain  salicylates’^^  or  compounds  which  are 
structurally  similar  to  salicylates  and  which 
might  be  expected  to  cross-react  in  a person 
who  is  sensitive  to  aspirin  (Table  1).  It  is 
well  known  that  most  of  the  proprietary  and 
prescription  drugs  for  pain  contain  salicy- 


Table  1. — Preparations  Containing  Salicylates 
or  Related  Compounds. 


1. 

Analgesics 

8.  Food  preservatives 

2. 

Antacids 

9.  Keratolytic  agents 

3. 

Antipyretics 

10.  Mints,  candies 

4. 

Common  cold  remedies 

11.  Mouthwash 

5. 

Cough  preparations 

12.  Nasal  decongestants 

6. 

Diarrhea  remedies 

13.  Sedatives 

7. 

Douches 

14.  Toothpaste 

15.  Topical  counterirritants 
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lates  in  one  form  or  another.  It  is  also  known 
that  most  cold  remedies  contain  salicylates. 
Less  commonly  known  is  the  fact  that  some 
cough  syrups  and  tablets  contain  salicylates. 
Certain  toothpastes,  douche  powders,  and 
most  topical  balms  for  myalgia  contain  methyl 
salicylate.  Some  of  the  remedies  for  dyspep- 
sia contain  a salicylate  as  do  some  of  the 
proprietary  compounds  sold  as  sleeping  tab- 
lets. Of  tremendous  interest  is  the  fact  that 
some  widely  used  food  preservatives  are 
structurally  similar  to  salicylates  (Fig.  1). 
Included  in  this  group  are  sodium  benzoate, 
methylparaben,  and  propylparaben.  It  there- 
fore, is  apparent  that  it  is  not  sufficient 
to  tell  a patient  who  is  allergic  to  salicylates 
not  to  take  more  aspirin.  He  must  be  in- 
formed of  the  many  compounds  which  con- 
tain salicylates  or  similar  chemicals. 

We  believe  that  allergy  to  salicylates  is  the 
cause  of  urticaria  and  chronic  eczematous 
dermatitis  much  more  commonly  than  has 
previously  been  realized.  Included  are  acute 
and  chronic  urticaria,  chronic  hand  eczema. 


and  nummular  eczema.  Positive  tests  have 
also  been  found  in  such  conditions  as  lichen 
planus,  pustular  dermatosis  of  the  palms  and 
soles  (the  so-called  pustular  psoriasis  or  pus- 
tular bacterid),  recurrent  aphthous  ulcers  of 
the  mucous  membranes,  and  erythema  multi- 
forme. Also  observed  have  been  disease  enti- 
ties closely  resembling  dermatitis  herpeti- 
formis, pityriasis  rosea,  parapsoriasis,  and 
Schamberg’s  peculiar  pigmentary  disorder 
(Table  2). 

Table  2. — Types  of  Reactions. 


1.  Eczematous  dermatitis  35 

2.  Urticaria  22 

3.  Erythema  multiforme  5 

4.  Purpura  1 

5.  Indurated  plaques  1 

6.  Pustular  dermatoses  1 

7.  Aphthous  stomatitis  1 

8.  Reactions  simulating-  other  dermatoses 

a.  Dermatitis  herpetiformis  4 

b.  Lichen  planus  2 

c.  Parapsoriasis  2 

d.  Psoriasis  1 

e.  Pityriasis  rosea  1 
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Results  of  Tests 

Table  3 shows  the  results  of  the  Shelley 
test  in  112  patients  checked  for  salicylate 
sensitivity.  Many  of  these  patients  have  re- 
sponded dramatically  to  the  interdiction  of 
salicylates.  This  is  especially  true  for  the 
cases  of  chronic  urticaria  and  eczema.  Other 
patients  have  improved  little  or  not  at  all. 


Table  3. — Results  of  Shelley  Tests  on 
112  Patients  Tested. 


Drug 

No.  of 
Tests 

Nega- 

tive 

Posi- 

tive 

1 + 

2-b  3-b  4-f 

Aspirin  (Acetyl- 

salicylic  acid) 

111* 

35 

75 

21 

33 

16  5 

Sodium  Benzoate 
Excedrin 

9 

7 

2 

2 

(Salicylamide) 

Liquiprin 

2 

0 

2 

1 

1 

(Salicylamide) 

1 

1 

0 

Dristan  (Acetyl- 
salicylic  acid) 
Midol  (Acetyl- 

1 

0 

1 

1 

salicylic  acid) 

1 

0 

1 

1 

Salicylic  acid 

1 

0 

1 

1 

Totals 

126t 

43 

82 

25 

35 

17  5 

*One  serum  control  reacted  with  rabbit  basophils. 
fMore  than  one  test  was  run  on  some  patients. 


This  lack  of  response  may  be  due  to  several 
factors.  The  patient  may  be  ingesting  or 
contacting  salicylates  or  related  compounds 
without  knowing  it.  As  we  have  tried  to 
point  out,  these  compounds  are  commonly 
used  in  many  drugs  and  foods.  He  may  also 
be  allergic  to  other  substances.  Finally,  there 
is  the  possibility  that  the  patient  is  not  al- 
lergic to  salicylates  at  all  but  that  the  posi- 
tive indirect  basophil  degranulation  test  is 
actually  a false  positive  reaction. 

Table  2 points  out  the  different  types  of 
dermatoses  seen.  The  eczematous  and  urti- 
carial groups  make  up  the  majority  of  the 
cases  studied.  The  other  conditions  listed 
have  been  studied  in  insufficient  numbers  to 
be  of  significance.  They  are  included  to  draw 
attention  to  the  possibility  that  such  reac- 
tions may  be  caused  or  triggered  by  drugs. 

Most  patients  who  have  been  asked  to 
avoid  salicylates  have  been  placed  on  recom- 


mended doses  of  acetaminophen  (Tylenol) 
as  a substitute.  It  is  felt  that  the  structure 
of  this  drug  is  such  that  cross-reactions 
with  salicylates  should  not  occur. 

Summary 

It  is  our  belief  that  allergic  reactions  to 
salicylates  are  more  common  than  has  pre- 
viously been  recognized.  We  propose  that 
conditions  such  as  urticaria  and  chronic  ec- 
zematous dermatitis  (including  chronic  hand 
eczema  and  nummular  eczema)  are  not  un- 
commonly the  result  of  allergy  to  salicylates. 
The  Shelley  indirect  basophil  degranulation 
test  has  made  us  more  aware  of  this  pos- 
sibility. 
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Mucocele  of  the  Appendix 

A Clinical  Case 


Ernest  C.  Andrews,  M.D.,  Lorence  W.  Feller,  M.D.,  and  Wilbur  E.  Crenwelge,  M.D. 


A mucocele  of  the  appendix  measuring  21.5 
by  15  cm.  ranks  as  one  of  the  largest  on 
record.  The  case  is  reported,  and  a survey 
of  similar  cases  described  in  the  literature 
provides  background  information. 


THIS  CASE  of  a mucocele  of  the 
CASE  REPORTS  Eppeudlx  Is  Teported  because  its 
size,  21.5  by  15  cm.,  may  be  of  in- 
terest to  other  physicians. 

This  is  not  the  largest  mucocele  that  has 
been  reported.  One  measuring  39  by  15  cm. 
was  reported  by  Bockus^  in  1946.  Herbut^ 
described  one  which  was  20  cm.  in  diameter. 

A cystic  dilation  of  the  appendix  was  first 
described  by  Rokitansky^  in  1842  and  was 
again  mentioned  by  Virchow^  in  1863.  The 
name  “mucocele”  was  given  by  Fere*^  in 
1877.  It  has  been  variously  reported  that  the 
incidence  of  mucocele  of  the  appendix  is 
from  .1  to  .3  percent  of  appendices  removed 
at  operations  and  .003  to  1.5  percent  of  those 
found  at  autopsy. 

The  preoperative  diagnosis  of  mucocele 
of  the  appendix  is  a rarity  rather  than  a 
general  rule.  The  symptoms  of  mucocele  are 
not  diagnostic.  They  vary  from  the  asympto- 
matic lesion  found  only  at  autopsy  to  the 
symptoms  of  acute  appendicitis.  Some  pa- 
tients have  chronic  abdominal  pain  for  weeks 
or  years.  Rupture  of  the  mucocele  may 
simulate  symptoms  of  perforated  peptic  ul- 
cer. Latimer®  reported  that  half  of  his  pa- 
tients had  vague  distress  in  the  right  lower 
abdomen  but  the  symptoms  were  not  diag- 
nostic. Mayo^  reported  a palpable  mass  in 
20  percent  of  his  patients.  The  age  at  which 
mucocele  of  the  appendix  is  diagnosed  aver- 
ages 41  years,  but  varies  from  4 to  65,  and 


about  twice  as  many  men  as  women  are 
affected. 

When  appendiceal  mucocele  is  suspected, 
a roentgenologic  examination  can  lead  to  a 
definite  diagnosis.  Akerlund,®  using  contrast 
filling  of  the  colon,  described  a rounded, 
sharply  outlined,  soft-tissue  shadow  in  the 
cecal  area  having  no  connection  with  the 
adjacent  organs;  superficial  calcium  deposits 
may  or  may  not  be  seen  in  the  shadow,  and 
medial  displacement  of  the  cecum  may  or 
may  not  be  present.  Recent  authors  such  as 
Boyd,®  Robbins,®  and  Willis^®  believe  that  an 
obstructing  mucocele  can  produce  pseudo- 
myxoma peritonei.  Others,  such  as  Woodruff 
and  McDonald^^  assert  that  if  it  does,  the 
lesion  must  be  a carcinoma  of  the  appendix, 
adding  that  obstruction  above  results 
in  atrophy  of  the  epithelium  and  accumula- 
tion of  only  moderate  amounts  of  mucinous 
fluid  in  the  abdomen.  According  to  Boyd® 
the  large  production  of  mucus  in  pseudo- 
myxoma peritonei  may  be  due  to  metaplasia 
of  the  epithelium  cells  to  the  colonic  type. 
Novak^^  compares  the  condition  with  muc- 
inous cystoma  of  the  ovaries,  and  suggests 
the  possibility  of  a teratoma  in  which  the 
mucus-producing  epithelium  has  suppressed 
the  other  components. 

Experiments  show  that  three  factors  are 
necessary  for  the  development  of  mucocele; 

(1)  obstruction  of  the  appendiceal  lumen. 

(2)  sterility  of  its  contents,  and  (3)  con- 
tinued secretory  activity  of  the  mucosa,  ac- 
cording to  Grodinsky.^®  Hilsabeck  and 
others,^'*  in  reviewing  258  cases  from  the 
Mayo  Clinic  seen  over  40  years,  reported  the 
following  causes  of  appendiceal  obstruction 
as  etiological  factors  in  the  production  of 


Volume  62,  MARCH,  1966 


61 


MUCOCELE — Andrews,  et  at. — continued 


mucocele:  (1)  infection  from  coliform  or- 
ganisms, (2)  fecal  concretions,  (3)  natural 
diverticuli  of  the  appendix,  (4)  cecal  neo- 
plasms, (5)  carcinoids  of  the  appendix,  (6) 
multiple  polyposis  with  blockage  of  the  ap- 
pendiceal orifice  into  the  cecum,  and  (7) 
implants  of  endometriosis  with  stricture. 

Once  the  diagnosis  of  mucocele  of  the  ap- 
pendix is  made,  care  must  be  taken  to  pre- 
vent rupture  of  its  contents  into  the  peri- 
toneal cavity.  This  is  because  it  is  impossible 
to  tell,  on  gross  examination,  whether  the 
mucocele  is  malignant  or  benign.  If  the  con- 
tents spread  into  the  abdomen,  there  is  the 
risk  of  having  pseudomyxoma  peritonei 
develop. 

An  appendectomy  is  satisfactoiy  treatment 
for  most  cases  of  mucocele.  When  it  is  im- 
possible to  determine  by  gross  examination 
or  by  biopsy  the  nature  of  the  appendiceal 
lesion,  a right  hemicolectomy  is  recommended 
along  with  the  removal  of  the  terminal  ileum. 
Leakage  of  the  contents  of  the  mucocele  can 
elicit  a desmoplastic  reaction  in  surround- 
ing tissues,  and  causes  cecum  or  terminal 
ileum  or  both  to  become  embedded  in  a hard 
mass.  To  dissect  the  mass  from  the  cecum 
and  terminal  ileum  along  with  the  appendix 
is  not  only  almost  impossible  but  also  haz- 
ardous. A right  hemicolectomy  and  ileotrans- 
versostomy  is  a safer  procedure. 

Case  Report 

In  April,  1964,  an  obese  white  man,  age  35, 
had  a tender  swelling  to  the  right  of  the  umbilicus 
which  pulsated  when  he  coughed.  This  became 
steadily  worse  and  painful,  and  the  patient  was 


advised  to  undergo  repair  of  what  was  thought 
to  be  a perirectal  hernia. 

On  Jan.  6,  1965,  he  was  admitted  to  the  hos- 
pital. His  abdomen  was  soft  with  no  masses  except 
for  what  felt  to  be  a 2 cm.  opening  in  the  right 
side  of  the  rectus  sheath,  which  pulsated  when  the 
patient  coughed. 

At  surgery,  the  patient  was  placed  in  the  supine 
position,  and  spinal  anesthesia  was  used.  A trans- 
verse incision  over  the  area  where  the  hernia  had 
been  felt  was  opened  down  to  the  rectus  sheath, 
dissecting  up  and  down.  No  hernia  was  found.  The 
external  oblique  sheath  was  then  incised  and  the 
transverse  and  internal  oblique  muscles  were  split 
free.  The  peritoneum  was  opened,  and  a large  cyst 
was  found  to  occupy  the  entire  right  lower  quad- 
rant. Exploration  of  the  abdomen  showed  no  other 
abnormalities.  The  cyst  was  attached  to  the  cecum 
in  the  position  where  the  appendix  had  been,  and 
was  freed  from  the  right  lower  quadrant  by  lateral 
dissection  of  the  peritoneum.  The  mesoappendix 
was  clamped,  divided,  and  ligated.  The  cecum  was 
grasped  and  incised  approximately  2 cm.  up  from 
the  base  of  the  mucocele  (cyst),  which  was  dissected 
free  and  removed  intact  and  did  not  lose  its  con- 
tents. The  cecum  appeared  normal  and  it  was 
closed.  A drain  inserted  into  the  right  lower  quad- 
rant was  brought  out  through  a separate  stab 
wound,  and  the  abdominal  wall  was  closed. 

The  postoperative  course  was  relatively  normal, 
and  the  patient  went  home  on  the  ninth  postoperative 
day.  He  reports  periodically  to  the  clinic  and  has 
remained  free  of  symptoms  of  recurrence. 

Pathologic  Report. — Dr.  M.  W.  Delmer,  path- 
ologist, reported  that  the  specimen  was  a gigan- 
tic, saccular,  dilated  appendix  21.5  cm.  long  and 
15  cm.  in  diameter  (Fig.  la).  When  expanded,  it 
looked  something  like  an  Irish  potato  and  measured 
7.5  by  6.8  cm.,  tapering  to  3 cm.  in  diameter  at  the 
distal  tip.  The  serosa  was  thickened,  opaque,  and 
showed  numerous  fibrous  adhesions.  At  the  proxi- 
mal end  of  this  fluctuant  specimen,  the  lumen  was 
blocked  off  by  a thick  fibrous-appearing  membrane, 
and  from  tbis  point  on  this  appendix  was  extremely 
dilated.  It  contained  a thick,  tenacious,  opaque, 
white  material  with  a mucoid  quality  (Fig.  lb). 
The  rough  inner  surface  of  the  appendix  was  simi- 
lar in  color  to  the  material  it  contained.  The  wall 


Fig.  1.  Shown  are  the  gross  specimen  (a)  and  the  cut  surface  and  inside  (b)  of  a mucocele 
of  the  appendix  which  measured  21.5  by  15  cm. 
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was  only  1 to  2 mm.  thick  in  most  areas. 

Dr.  Delmer  sectioned  various  portions  of  the 
wall;  for  the  most  part  it  was  made  up  simply  of 
dense,  compact,  scar-like,  fibrous  connective  tissue 
with  a few  scattered  lymphocytes.  Clinging  to  the 
inner  surface  of  the  sections  was  an  adherent,  pale, 
amphophilic  material  with  some  areas  of  calcifi- 
cation representing  the  mucus  in  the  lumen.  Oc- 
casionally sections  were  lined  with  a few  columnar 
cells  containing  what  seemed  to  be  mucin  in  cyto- 
plasm, and  representing  some  remnants  of  the 
epithelium  that  resulted  in  this  mucocele.  For  the 
most  part,  however,  no  epithelial  lining  remained. 
Sections  from  the  proximal  portion  showed  a little 
normal  mucosa  from  along  the  resected  margins  of 
the  specimen,  proximal  to  where  the  appendix  had 
become  sealed  off.  This  was  perfectly  normal-look- 
ing mucous  membrane  in  this  portion. 

The  pathological  diagnosis  was  mucocele  of  the 
appendix,  ranking  among  the  largest  ones  that  had 
been  seen. 

No  evidence  of  malignancy  was  found. 
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Patients  Do  Not  Follow  the  Physician's  Orders 

Nearly  one-third  of  all  patients  do  not  follow  doctors’  orders,  a 
fact  many  physicians  fail  to  recognize.  Results  of  a study  conducted 
by  Milton  S.  Davis,  Ph.D.,  associate  professor  of  sociologj^  in  medi- 
cine, Cornell  University  Medical  College,  show  that  the  type  patient 
least  likely  to  comply  with  doctors’  orders  is  an  older  person,  more 
likely  a woman  than  a man,  from  a lower  socio-economic  level,  prob- 
ably with  a lower  level  of  education,  and  those  between  ages  46  and 
65.  The  orders  most  frequently  ignored  are  those  requiring  a change 
in  personal  habits  or  behavior  such  as  requests  to  stop  smoking,  to 
lose  weight,  and  to  get  more  sleep.  Repeated  non-compliance  is  re- 
ported when  the  physician  advises  eye  and  ear  examinations,  and 
there  are  recurrent  delays  when  surgery  is  suggested.  Medical  advice 
which  is  complex,  or  which  requires  the  patient  to  do  more  than  one 
thing  at  a time,  is  less  likely  to  be  followed. 
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"In  40  of  44  cases  of  irritable  or  spastic 
colon,  Cantil  [mepenzolate  bromide]  or 
Cantil  with  Phenobarbital  reduced  or 
abolished  abdominal  pain,  diarrhea  and 
distention  and  promoted  restoration  of 
normal  bowel  function  , . . Cantil 
[mepenzolate  bromide]  proved  to  be 
singularly  free  of  anticholinergic 
side-effects  . . . Urinary  retention, 
noted  in  two  cases  was  eliminated  in 
one  by  reducing  dosage."' 
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Clinicopathologic  Conference 

Milton  S.  Jacobs,  M.  D.;  Hugo  F.  Elmendorf,  Jr.,  M.D.;  and  A.  0.  Severance,  M.D. 


The  patient  had  a chronic  cough  which  pro- 
duced bloody  sputum.  Even  so,  he  was  active 
and  alert,  and  his  physical  vigor  belied  his 
age — 75.  He  had  an  aortic  valve  lesion,  prob- 
ably old.  Patchy  areas  seen  on  the  lungs 
remained,  grew,  and  coalesced.  In  four 
months,  the  patient  became  emaciated  and 
lethargic  and  died. 

r*  ~ A 75- YEAR-OLD  white  man  was 
CPC  first  admitted  to  the  hospital  Feb. 

■ 19,  1959;  he  had  a cough  which 

had  produced  bloody  sputum  for 
more  than  two  months.  Sometime  in  Novem- 
ber, 1958,  the  patient  had  a slight  chest 
cold  and  took  some  antibiotics  and  aspirin 
mixture  for  about  three  days.  The  cold 
cleared  up  to  some  extent  but  mucoid  sputum 
remained,  and  occasionally  was  streaked  with 
blood.  Between  November,  1958,  and  Feb.  20, 
1959,  he  had  a number  of  examinations,  the 
results  of  which  showed  no  abnormalities. 
Among  these  were  laryngoscopy,  sputum  cul- 
tures, Papanicolaou  smear  tests  done  on 
the  sputum,  and  bronchoscopy,  performed 
Feb.  3,  with  washings  obtained  at  that  time, 
which  showed  no  pathogenic  bacteria  or 
tumor  cells. 

At  the  time  of  admission,  the  patient  was 
coughing  up  about  2 ounces  of  sputum  dur- 
ing any  24-hour  period.  It  was  usually  apri- 
cot to  rust  colored,  and  was  homogeneous 
throughout,  with  occasional  streaks  of  blood. 

Past  History. — The  patient  had  tonsil- 
lectomy sometime  in  the  past;  also,  a small 
nodule  had  been  removed  from  the  thyroid 
gland  about  ten  years  before  this  admission 
and  was  said  to  be  benign.  When  he  was 
about  six  years  old,  a groin  injury  caused 
him  to  pass  some  blood  per  urethra  for 
several  days.  When  he  was  21  years  of  age, 
he  had  pain,  a mass  in  the  right  side,  and 
high  fever  which  disappeared  by  crisis.  He 
had  pain  in  the  right  shoulder  at  that  time. 

This  is  the  fifth  in  a series  of  clinicopathologic 
conferences  from  Baptist  Memorial  Hospital,  San 
Antonio. 


and  evacuated  a large  amount  of  pus  through 
the  colon.  He  believed,  and  it  is  reasonable, 
that  his  appendix  may  have  ruptured  and 
formed  an  appendiceal  abscess  which  drained 
through  the  colon.  Since  that  time,  he  had 
no  diseases  of  any  importance,  had  been  well 
and  active,  and  at  the  age  of  75  was  much 
more  active  than  many  people  his  age. 

Family  History. — No  heart  disease,  dia- 
betes, cancer  or  other  familiar  or  contagious 
disease  processes  were  reported. 

Revieiv  of  Systems. — The  patient  had 
neither  gained  nor  lost  weight.  His  general 
health  had  been  excellent.  His  nutrition  was 
good.  He  could  eat  what  he  wanted,  and  he 
had  no  fatigability,  disturbed  sleep,  night 
sweats,  jaundice,  nervousness,  or  symptoms 
referable  to  any  of  the  organ  systems.  He 
stated  that  his  blood  pressure  had  always 
been  normal,  about  115  to  120  over  75  to  80 
mm.  of  mercury.  He  denied  specifically  the 
knowledge  of  any  rheumatic  fever  or  rheu- 
matism as  a boy  or  young  man.  Careful 
examination  of  the  gastrointestinal  system 
revealed  no  difficulties  whatsoever.  About 
two  years  earlier  he  had  a complete  gastro- 
intestinal series  including  barium  enema 
and  cholecystogram,  all  of  which  were  re- 
ported as  negative. 

Physical  Examination. — Blood  pressure 
was  150/58  mm.  of  mercury;  temperature 
98.6  F. ; pulse  78;  respirations  20.  This  pa- 
tient was  a well-developed,  muscular,  as- 
thenic white  man  who  did  not  appear  acutely 
or  chronically  ill  and  did  not  seem  to  be  the 
stated  age  of  75.  He  was  intelligent,  coopera- 
tive, and  in  no  acute  distress. 

Head  and  Neck:  Essentially  the  findings 
were  normal.  Vision  was  good  with  glasses. 
The  ears  and  hearing  were  good.  The  oral 
cavity  was  normal,  and  the  patient  still  had 
his  own  teeth,  which  were  in  excellent  con- 
dition. The  neck  showed  a small,  4 cm.-long 
incision  over  the  area  of  the  thyroid,  well 
healed.  There  was  no  engorgement  of  neck 
veins.  The  thyroid  had  no  nodules.  There 
was  no  abnormality  in  the  neck,  and  no 
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lymph  nodes  were  palpable  on  the  anterior 
or  posterior  cervical  region  or  in  the  supra- 
clavicular or  infraclavicular  areas. 

Chest:  No  masses  were  palpable  in  the 
breasts.  The  precordium  was  obviously  heav- 
ing. There  was  activity  in  the  left  precordial 
area,  obviously  cardiac  enlargement.  The 
blood  pressure  in  the  right  aiun  was  150/58, 
whereas  the  blood  pressure  in  the  left  arm 
was  146/56  mm.  of  mercury.  The  pulse  pres- 
sure was  obviously  wide.  There  was  a pal- 
pable thrill,  systolic  in  origin,  over  the  upper 
part  of  the  sternum  which  was  transmitted 
vaguely  into  the  neck.  On  auscultation,  this 
finding  was  confirmed  by  the  presence  of  a 
grade  1 aortic  systolic  murmur  transmitted 
upward  into  the  great  vessels  of  the  neck. 
On  palpation  of  the  suprasternal  notch,  the 
aorta  was  obviously  more  active  than  usual. 
Auscultation  in  the  other  cardiac  areas 
showed  in  the  aortic  primary  and  the  second- 
ary area  the  aforementioned  grade  1,  blow- 
ing, systolic,  decrescendo  murmur  transmit- 
ted upward  into  the  neck.  There  was  also  a 
diminution  of  the  aortic  second  sound  with  a 
grade  2 to  grade  3 diastolic  decrescendo 
blowing  murmur  which  was  transmitted 
down  into  the  mitral  area,  where  a diastolic 
murmur  typical  of  the  Austin  Flint  type 
was  heard.  The  pulmonary  valve  may  or  may 
not  have  had  a blowing  systolic  murmur 
overshadowed  by  the  aortic  systolic  murmur. 
The  heart  border  extended  slightly  beyond 
the  anterior  axillary  line  in  the  fifth  inter- 
costal space.  The  chest  on  auscultation  re- 
vealed rales  and  a few  rhonchi  over  the  en- 
tire chest,  predominantly  in  the  lower  left 
side  of  the  chest,  where  both  inspiratory 
and  expiratory  crackling  rales  were  heard, 
and  over  the  right  side  of  the  chest  where 
inspiratory  and  expiratory  rales  were  heard. 
Coughing  slightly  cleared  the  rales  in  the 
bases,  but  did  not  clear  these  rales  completely 
at  any  time.  There  was  equal  expansion  of 
the  chest. 

Abdomen:  The  liver  was  not  enlarged, 
nor  was  the  spleen  palpable.  Both  internal 
rings  were  weak,  but  no  definite  hernia  was 
seen.  There  were  no  scars  or  abrasions,  and 
no  masses  in  the  abdomen.  It  was  scaphoid. 

Genitalia:  Normal  male. 

Rectal : A small  prostate,  with  the  left 
lobe  slightly  larger  than  the  right,  had  a 
small  area  the  size  of  an  English  pea  in 
the  center  of  the  left  lobe,  which  was  per- 
haps a little  firmer  than  usual. 


Extremities:  Pulses  were  full  in  volume 
in  radial,  ulnar  dorsalis  pedis,  posterior 
tibial,  and  femoral  arteries. 

Lymphatic  System:  No  palpable  nodes 
suitable  for  biopsy  were  present  in  the  neck, 
supraclavicular,  axillary  or  other  areas. 

Summary  and  Discussion. — This  patient 
was  well  until  about  November,  1958;  his 
illness  can  be  followed  by  the  progressive 
chest  x-ray  findings  from  January  through 
Februaiy,  1957,  and  up  to  1959.  He  had  much 
laboratoiy  work  done  here  and  elsewhere 
since  the  onset  of  this  illness;  results  of 
sedimentation  rates,  cultures,  Papanicolaou 
stains,  bronchoscopy,  white  blood  cell  count 
(WBC),  platelet  count  and  urinalyses  were 
all  essentially  normal  except  for  the  presence 
of  a few  bacteria  in  the  sputum  which  could 
be  considered  the  usual  complement  of  bac- 
teria in  the  upper  respiratory  tract.  Since 
this  was  a slowly  progressive  disease,  the 
patient  was  essentially  asymptomatic  except 
for  cough  and  production  of  sputum.  Studies 
of  sputum  for  fungi,  tuberculosis,  and  for 
malignant  cells  were  carried  out  during  the 
first  hospital  stay.  There  was  obviously  an 
aortic  valve  lesion  with  aortic  regurgita- 
tion, and  it  was  fairly  obvious  that  this  lesion 
has  been  there  for  some  time  and  probably 
did  not  enter  into  the  present  diagnosis  of 
progressive  pulmonary  disease.  If  cardiac 
decompensation  had  been  present  to  any 
degree,  it  would  have  appeared  more  in  the 
symptomatology.  If  the  areas  seen  in  the 
chest  represented  pulmonary  edema  (patchy 
type  often  seen  with  pulmonary  hyper- 
tension and  left  ventricular  failure)  they 
would  not  remain  in  one  area,  and  should 
not  continue  to  grow  and  finally  to  coalesce. 
The  working  diagnosis  of  his  family  doctor 
was  progressive  pulmonary  disease,  etiology 
undetermined. 

Laboratory  Data. — The  complete  blood 
count  on  admission  Feb.  20,  1959,  was  4,700,- 
000 ; hemoglobin,  13.0  gm.  per  100  ml. ; hema- 
tocrit, 43  percent;  and  white  blood  cells, 
9,550  with  differential  of  69  neutrophils,  (3 
stabs,  66  segmented  neutrophilic  granulo- 
cytes) ; 16  lymphocytes,  13  monocytes  and  2 
eosinophils.  The  urine  examination  gave  es- 
sentially normal  findings.  Smears  of  sputum 
were  negative  for  tumor  cells.  A culture  of  the 
sputum  resulting  from  study  of  six  differ- 
ent specimens  revealed  nothing  except  a 
Candida  species,  but  not  Candida  albicans. 
The  routine  febrile  agglutination  tests  for 
typhoid  H,  typhoid  0,  paratyphoid  A,  para- 
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typhoid  B,  Brucella  abortus,  and  Proteus  vul- 
garis (X-19)  were  negative  in  all  dilutions. 

On  Feb,  22,  1959,  skin  tests  for  Coccidio- 
ides  immitis  and  for  histoplasmosis  were  car- 
ried out  and  were  negative,  either  in  24  or 
48  hours.  On  March  9,  1959,  the  patient  left 
the  hospital. 

On  March  20,  1959,  the  patient  was  re- 
admitted for  a pleural  tap,  cjd;ology  studies, 
and,  hopefully,  for  a lung  biopsy.  The  lung 
biopsy  was  done  March  30,  1959 ; the  pleural 
fluid  sediment  was  negative  for  tumor  cells. 

Laboratory  data  showed:  RBC  4,700,000; 
hemoglobin,  14  gm.  per  100  ml. ; hematocrit, 
46  percent;  differential;  87  segmented  neu- 
trophilic granulocytes,  10  lymphocytes,  2 
monocytes,  and  1 eosinophil.  Multiple  sputum 
tests  for  tumor  cells  were  negative.  Another 
fungus  culture  was  done  on  sputum  speci- 
mens and  a yeast  form  identified  as  Candida 
stellatoidea  was  recovered.  The  cultures  of 
the  pleural  fluid  were  negative  after  eight 
days  and  smears  for  acid-fast  bacilli  were 
negative.  Cultures  for  fungi  and  tuberculosis 
were  negative  on  this  fluid.  Erythrocyte  sedi- 
mentation rate  (Cutler)  was  5 at  the  end  of 
one  hour.  The  patient  was  treated  with  My- 
costatin  because  of  the  x-ray  appearance  of 
the  lung.  He  became  depressed  during  this 
hospital  admission  and  there  was  no  im- 
provement, but  he  was  dismissed  on  April 
21,  1959. 

He  was  readmitted  May  24,  1959,  for  the 
third  and  last  time.  His  primary  pulmonary 
disease  had  progressed,  and  he  was  suffering 
from  increasing  cardiac  decompensation. 
During  this  admission,  he  was  seen  by  a 
psychiatrist,  whose  diagnosis  was  toxic  or 
organic  psychosis  and  severe  depressive 
reaction.  He  suggested  the  elimination  of  all 
steroids,  and  the  patient  was  given  Miltown. 

On  this  admission  the  RBC  was  4,300,000, 
hemoglobin  14  gm.  per  100  ml.;  hematocrit 
44  percent,  and  WBC  12,800,  with  differen- 
tial of  4 stabs,  86  segmented  neutrophilic 
granulocytes,  9 neutrophils,  8 lymphocytes 
and  2 monocytes.  Fungi  did  not  grow  from 
the  lung  specimen  that  was  taken  at  the  time 
of  surgery,  even  though  a month  had  elapsed. 
Guinea  pigs  inoculated  with  pleural  fluid 
had  negative  reaction  for  Mycobacterium 
tuberculosis.  Urine  examination  showed 
normal  values  except  for  l-f  albumin.  The 
patient  did  not  improve  and  died  on  June 
3,  1959. 

Between  the  second  and  third  admissions, 
the  patient  lost  eight  to  ten  pounds,  had  in- 
creased depression,  loss  of  appetite,  progres- 


sive dyspnea  on  exertion,  increase  in  rales, 
and  slight  liver  distention,  but  had  remained 
afebrile.  The  hospital  course  was  progres- 
sively downhill  with  cyanosis  and  continued 
cough  and  sputum  production.  The  patient 
spent  much  time  in  the  oxygen  tent  because 
of  dyspnea.  His  temperature  rose  abruptly 
on  May  30,  1959,  and  spiked  daily  thereafter 
as  high  as  104  F.,  and  did  not  respond  to 
antibiotics.  His  pulse  rate  rose  to  130,  and 
his  respirations  from  36  to  56. 

Blood  pressure  during  this  admission 
averaged  130/60  mm.  of  mercury  with  sys- 
tolic ranging  from  120  to  150  and  diastolic 
ranging  from  40  to  90.  The  average  pulse 
pressure  was  75  mm.  of  mercury.  Tempera- 
ture was  normal  except  terminally.  Pulse 
ranged  from  70  to  100  and  regular  except 
terminally,  and  then  even  when  it  rose  it 
was  still  regular.  Respirations  were  20  to 
40,  but  more  rapid  on  final  admission. 

Mycostatin,  antibiotics,  Medrol,  digitalis, 
theophylline,  analgesics,  and  tranquilizers 
were  included  in  medication. 

Radiological  Findings 

HUGO  F.  ELMENDORF,  JR. : The  initial 
film  showed  nodular  densities  scattered 
throughout  the  lung  fields,  somewhat  more 
numerous  at  the  bases,  all  of  apparently  the 
same  magnitude,  measuring  2-3  cm.  in  diam- 
eter, and  ill-defined  at  the  margins  without 
evidence  of  cavitation,  hilar  adenopathy  or 
remarkable  pleural  effusion.  The  lesions 
were  first  thought  to  be  embolic,  perhaps 
neoplastic,  perhaps  inflammatory,  or  even 
an  infectious  process  secondary  to  inhalation. 
The  laboratory  data  failed  to  confirm  the 
presence  of  infection.  The  progress  of  the 
lesion  was  relatively  slow.  The  urine  re- 
mained free  of  cells  and  none  of  the  colla- 
gen diseases  could  be  established  as  an 
etiology  for  the  slowly  progressive  pul- 
monary lesions. 

The  blood  pressure,  which  was  compatible 
with  aortic  insufficiency,  originally  led  to 
the  concern  that  the  underlying  cause  was 
subacute  bacterial  endocarditis,  either  pro- 
ducing or  subsequent  to  the  change  in  blood 
pressure  secondary  to  aortic  valve  damage. 
Close  examination  of  the  thoracic  cage  on 
multiple  films  failed  to  show  any  destructive 
lesion  to  establish  a malignant  etiology.  The 
patient  continued  to  have  blood  in  the  spu- 
tum, indicative  of  vascular  damage  or  tissue 
necrosis.  Sputum  was  abundant  and  multiple 
studies  sliowed  no  evidence  of  malignant 
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cells  and  there  were  no  evidences  of  hepato- 
megaly, splenomegaly  or  adenopathy. 

Bacterial  studies  of  the  sputum  gave  no 
satisfactory  explanation  for  the  lesions  and 
the  patient’s  clinical  course,  though  grad- 
ually downhill,  was  not  that  of  a fulminating 
infection.  The  patient  had  been  a farmer 
and  had  performed  heavy  labor  up  to  about 
the  time  of  hospital  admission.  Skin  tests 
for  the  usual  bacteria  and  higher  bacteria, 
prevalent  in  this  area,  were  negative. 

Extensive  consultation  with  the  Depart- 
ment of  Internal  Medicine,  Department  of 
Pathology,  and  the  thoracic  surgeon  failed 
to  produce  a satisfactory  clinical  diagnosis 
and  the  lung  biopsy  was  performed.  It  had 
become  apparent  that  this  was  a disease, 
apparently  primarily  pulmonary,  with  no 
renal  involvement,  no  evidence  of  involve- 
ment of  the  lymphatic  system,  no  central 
nervous  involvement,  and  no  osseous  or 
gastrointestinal  involvement.  The  relatively 
slow  progress  of  the  lesions,  their  ill-defined 
margins,  and  the  facts  that  they  continued 
to  grow  and  that  a few  new  lesions  appeared, 
tended  to  exclude  a diagnosis  of  malignancy. 
Sarcoid  and  histoplasmosis  have  been  ex- 
cluded. Pulmonary  alveolar  proteinosis  could 
not  be  completely  excluded  but  was  held  un- 
likely. It  was  felt  that  under  the  period  of 
observation,  had  the  lesion  been  of  infectious 
nature,  the  offending  organism  would  have 
been  recovered  either  from  the  sputum  or 
identified  by  means  of  skin  tests.  Though 
not  always  the  case  with  pulmonary  adeno- 
matosis, the  sputum  will  generally  establish 
a diagnosis.  The  appearance  of  the  chest 
did  not  fit  the  usual  appearance  of  the  lung 
involved  with  collagen  disease,  where  fibro- 
sis ensues  and  where  effusion  is  prominent. 
The  absence  of  renal  involvement,  in  es- 
sence, excluded  the  diagnosis  of  subacute 
bacterial  endocarditis.  Though  protozoan  in- 
fections are  rare  in  this  area,  the  absence 
of  eosinophilia  excluded  this  diagnosis.  Fur- 
thermore, the  infiltrates  in  protozoan  in- 
fections are  generally  evanescent  and  seldom, 
if  ever,  slowly  progressive. 

The  preoperative  diagnosis  was  that  of 
multiple  necrotizing  lesions  of  the  lung, 
probably  not  malignant,  either  on  an  in- 
fectious basis  with  a relatively  benign  or- 
ganism producing  the  infection  or  on  the 
basis  of  vascular  phenomena  related  to  the 
collagen  diseases. 


Clinical  Discussion 

MILTON  S.  JACOBS:  In  perusing  the 
clinical  presentation  I find  several  things 
which  stand  out  and  bear  further  discussion. 
Among  these  are  the  patient’s  cough,  which 
was  productive  of  bloody  sputum  and  had 
been  present  for  approximately  eight  months 
prior  to  the  patient’s  death.  There  were  sev- 
eral other  interesting  things  in  the  history, 
including  a small  thyroid  nodule  removed 
approximately  ten  years  previously.  This 
raises  the  possibility  of  a carcinoma  of  the 
thyroid,  metastasizing  to  the  lung,  as  part 
of  the  picture.  The  fact  that  he  was  a farmer 
and  spent  much  time  riding  a horse  suggests 
“farmer’s  lungs,”  and  a possibility  of  expo- 
sure to  histoplasmosis,  coccidiodomycosis,  etc. 
In  the  physical  examination  the  point  of  great- 
est interest  was  the  heart.  The  presence  of 
a systolic  murmur  in  association  with  a dias- 
tolic murmur  raises  the  possibility  of  rheu- 
matic heart  disease,  which  at  this  age  would 
be  unusual,  but  not  unheard  of.  I have  known 
of  even  older  patients  who  died  with  rheu- 
matic heart  disease.  However,  I seriously 
doubt  this  diagnosis.  Among  other  possibili- 
ties that  should  be  considered  strongly  is 
luetic  heart  disease.  In  the  not-too-distant 
past,  lues  was  known  as  the  “great  imitator.” 
It  could  have  given  rise  to  either  aortic  in- 
sufficiency, or  more  likely  to  an  aortic 
aneurysm,  which  had  gradually  eroded  into 
the  bronchi,  or  into  the  trachea  itself.  At  this 
point,  not  having  seen  the  x-rays,  I cannot 
say  for  certain  whether  this  is  a likely  diag- 
nosis or  not;  however,  it  is  not  one  of  my 
primary  diagnoses.  The  fact  that  the  illness 
dragged  on  and  the  man  who  had  been  so  ap- 
parently healthy  in  February,  1959,  became 
emaciated,  lethargic,  and  died  in  June,  I 
feel  is  of  great  importance.  Certainly  the  neg- 
ative bronchoscopy  and  other  studies  that  had 
been  done  lead  us  away  from  the  diagnosis  of 
metastatic  carcinoma,  although  the  lung  bi- 
opsy certainly  could  have  revealed  this ; I 
think  actually  we  are  dealing  with  something 
else.  I think  that  this  is  a mycotic  or  mondial 
type  of  infection  that  is  probably  secondary 
to  another  disease.  I had  experience  with  a 
patient  approximately  two  years  ago  whose 
symptoms  were  similar;  that  is,  fever,  evi- 
dence of  pulmonary  infection  in  a previously 
apparently  robust  individual,  downhill  course 
with  no  measures  effectively  combating  the 
relentless  procession  of  events.  This  patient 
had  a relatively  small  carcinoma  of  the  lung, 
which  had  not  been  diagnosed  on  x-ray,  by 
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the  way,  and  a generalized  infection  with 
one  of  the  mycotic  agents.  Certainly  there 
are  a number  of  agents  which  could  have 
produced  this  picture.  I feel  that  the  most 
likely  agent  in  this  particular  situation 
would  be  actinomycosis  or  perhaps  a Candida 
stellatoidea,  which  was  isolated  on  one  oc- 
casion. 

In  reviewing  a classification  of  chronic 
lung  disease,  one  may  find  a number  of  etio- 
logic  agents.  Among  these  are  congenital 
lung  disease,  which  I feel  has  no  part  in  this 
present  picture.  There  are  specific  infective 
agents  such  as  the  tubercle  bacillus  in  tuber- 
culosis, or  certainly  a number  of  bacterial 
organisms  which  may  form  lung  abscesses 
and  chronic  infection,  and  last  but  not  least 
the  mycotic  or  monilial  infections.  There 
are  also  allergic  agents.  Perhaps  this  may  be 
the  source  of  the  so-called  Loeffler’s  syn- 
drome. There  are  physical  or  chemical  agents 
which  play  a part;  I think  “farmer’s  lung” 
would  be  so  classified.  There  are  fibrotic 
and  infiltrative  diseases  such  as  sarcoidosis, 
amyloidosis  and  collagen  disease.  There  are 
circulatory  abnormalities  which  include  ab- 
normalities in  the  lung  circulation  itself,  and 
of  impinging  arteries  such  as  aortic 
aneurysm.  There  are  neoplastic  agents,  either 
primary  or  metastatic.  As  I mentioned  be- 
fore, the  possibility  of  a metastatic  carcinoma 
of  the  thyroid  must  be  considered.  Non- 
specific mixed  and  unknown  causes  such  as 
the  chronic  common  varieties  of  bronchitis 
and  emphysema  also  may  be  involved.  These 
really  have  no  direct  classification.  They 
probably  include  parts  of  allergies  such  as 
chronic  bronchial  asthma.  There  are  infec- 
tious situations  such  as  bronchitis,  including 
the  milder  type  and  the  grave  variety  asso- 
ciated with  destruction  of  the  bronchioles, 
the  latter  being  usually  consequent  to  the 
former.  There  is  emphysema  which  is  rela- 
tively innocuous  in  the  senile  type,  or  the 
more  generalized  obstructive  type,  which 
causes  great  difficulty.  I feel  that  in  this  pa- 
tient, we  are  dealing  with  a primary  or  meta- 
static carcinoma  associated  with  a secondary 
infection,  probably  mycotic. 

Autopsy  Findings 

DR.  A.  0.  SEVERANCE : The  body  was 
that  of  a well  developed,  well  nourished, 
white  male  who  looked  slightly  younger  than 
the  stated  age  of  75.  The  body  was  701/^ 
inches  long.  There  was  a healed  surgical 
scar  at  the  base  of  the  neck  in  transverse 


position.  In  the  fifth  intercostal  space  in 
the  anterior  axillary  line  on  the  left,  there 
was  a 10  cm.  healed  surgical  scar. 

Internal  Examination. — There  were  40 
to  50  cc.  of  straw-colored  fluid  in  the  peri- 
toneal cavity,  but  no  adhesions.  The  liver 
was  9 cm.  below  the  ribs  in  the  midclavicular 
line  on  the  right  and  11  cm.  below  the  tip 
of  the  xiphoid  process  in  the  midline.  The 
pleural  cavity  contained  300  cc.  of  straw- 
colored  fluid  on  the  right,  but  the  left  pleural 
cavity  was  completely  obliterated  by  dense, 
fibrous  adhesions  as  a result  of  previous 
surgery.  There  were  20  cc.  of  clear  straw- 
colored  fluid  in  the  pericardial  cavity. 

Heart. — The  heart  was  13  cm.  from  apex 
to  base,  11  cm.  wide,  and  7 cm.  thick.  There 
were  no  pulmonary  emboli.  The  heart  valves 
measured  as  follows:  tricuspid  valve,  12.3 
cm. ; pulmonary  valve,  8 cm. ; mitral  valve, 
10  cm. ; and  aortic  valve,  8.2  cm.  in  circum- 
ference. The  valves  showed  a slight  degree 
of  thickening  of  the  free  margins  of  the 
cusps  of  the  aortic  valve,  and  the  aorta  itself 
above  the  aortic  valve  was  dilated  and  bulged 
to  a diameter  of  6 cm.  in  the  ascending  por- 
tion and  in  the  arch  portion.  The  leaflets 
of  the  other  valves  were  normal.  The  thick- 
ness of  the  left  ventricle  averaged  about  8 
mm.  for  the  narrowest  portion  up  to  15  mm. 
at  its  maximum  thickness.  The  right  ven- 
tricle varied  from  4 to  6 mm.  in  thickness. 
Myocardium  was  firm,  reddish  brown,  with 
no  fibrosis  or  softening.  The  coronaries  were 
pliable  and  widely  patent. 

Lungs. — The  entire  pleural  surface  of  the 
left  lung  was  covered  with  dense  fibrous 
adhesions  which  made  it  difficult  to  remove 
the  lung.  The  lung  measured  25  by  22  by  6 
cm.,  and  it  was  thought  to  weigh  between 
800  and  1,000  gm.  The  right  lung  was  about 
similar  weight  and  measured  25  by  19  by  6 
cm.,  with  no  adhesions.  The  pleural  surface 
of  the  right  lung  exhibited  numerous  de- 
pressed, dark,  bluish  red  areas  over  the  sur- 
face and  on  palpation  these  areas  were  much 
firmer  than  the  adjacent  lung  tissue.  There 
was  little  crepitation  in  any  area  of  either 
lung.  On  the  left  side,  multiple  nodular  areas 
similar  to  those  on  the  right  were  seen. 
There  were  no  thrombi  or  emboli  in  the 
larger  branches  of  the  pulmonary  vessels 
in  either  lung.  The  bronchi  contained  a mod- 
erate amount  of  mucus  that  was  slightly 
pink  tinged.  On  section,  throughout  the  lung 
there  were  multiple  firm  nodular  areas  that 
had  rather  dark,  reddish  brown  centers  and 
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became  a little  more  pale  toward  the  peri- 
phery of  the  nodule.  Some  of  the  nodules 
seemed  yellowish,  and  some  measured  up  to 
3 cm.  in  diameter.  Some  blood  vessels  with 
a diameter  of  1 to  2 mm.  were  plugged  by 
thrombi.  Small  multiple  infarctions  were 
associated  with  these  thrombi.  Some  of  the 
nodular  areas  were  more  hemorrhagic  and 
seemed  to  be  more  recent  than  others.  There 
were  two  areas  in  the  lung  on  the  right  side 
which  seem  to  suggest  appearance  of  a 
granuloma  more  than  any  of  the  other 
nodules,  but  they  could  be  just  old  infarcts. 

Spleen. — The  spleen  weighed  500  gm.  and 
was  congested. 

Gastrointestinal  Tract. — The  sigmoid 
showed  a few  diverticula,  but  no  evidence 
of  diverticulitis. 

Liver. — The  liver  weighed  about  2,000  gm. 
and  measured  30  by  22  by  6.5  cm.  The  cap- 
sule was  normal.  The  cut  surface  was  red- 
dish brown  with  congestion. 

Adrenals  and  Kidneys. — These  organs 
seemed  to  be  normal. 

Bladder. — This  organ  was  distended  with 
800  cc.  of  cloudy  yellow  urine. 

Prostate. — The  prostate  measured  5 by  4 
by  3 cm.,  was  rubbery,  slightly  firm,  and  on 
cut  surface  exhibited  one  or  two  nodular 
areas,  measuring  up  to  about  1 cm.  in  dia- 
meter, that  were  firmer  than  usual. 

Aorta. — The  ascending  portion  and  the 
arch  of  the  aorta  were  diffusely  dilated  up 
to  about  6 cm.  in  greatest  diameter.  Distal 
to  this,  the  size  of  the  aorta  was  not  unusual. 
There  were  some  small  yellow  plaques  of 
atheromatous  change. 

Veins.- — ^The  veins  did  not  show  any  evi- 
dence of  thrombosis. 

Lymph  Node. — There  was  one  slightly  en- 
larged lymph  node  in  the  left  peri-aortic  area 
measuring  3 cm.  in  diameter,  but  it  was  soft, 
rubbery,  and  slightly  darker,  having  a 
brownish  color,  whereas  the  other  nodes 
were  smaller,  soft,  and  pink. 

Thyroid. — The  left  lobe  of  the  thyroid  was 
absent  due  to  previous  surgery.  The  right 
lobe  measured  6 by  3 by  1 cm.  and  was  not 
unusual. 

Head. — Not  done. 

Bone  Marrow. — Normal. 

Microscopic. — The  essential  findings  in  the 
lung  were  similar  to  those  we  saw  on  the 
biopsy  specimen  of  the  lung.  The  most  strik- 
ing change  in  the  lungs  was  an  infiltration 
of  the  wall  of  the  blood  vessels  and  sur- 


rounding tissue  by  lymphocytes.  Occasionally 
one  could  make  out  a polymorphonuclear 
leukocyte  (Fig.  1).  In  addition,  there  was  a 
nice  example  of  fibrinoid  necrosis  in  the 
media  of  some  of  the  small  and  medium  sized 
arterioles.  The  lumen  was  narrowed  and  in 
some  instances  completely  obliterated  by 
fibrosis  and  by  the  inflammatory  cell  in- 
filtrate. It  was  rare  to  find  a plasma  cell. 
Most  of  the  lymphocytes  appeared  normal 
in  size  and  shape.  The  infiltrating  lympho- 
cytes split  the  muscle  fibers  of  the  media, 
and  this  was  brought  out  in  the  elastic  tissue 
stain  (Fig.  2.).  In  alveoli  numerous  pale 
vacuolated  foam  cells  suggested  lipoid  pneu- 
monia. Other  alveoli  were  occupied  by  fibrin 
masses  and  gave  the  picture  of  organizing 
connective  tissue  which  we  believe  repre- 
sented an  organizing  pneumonia.  In  the 
pleura,  there  were  other  blood  vessels  show- 
ing fibrinoid  necrosis  and  inflammatory  in- 
filtrate in  the  wall  of  the  vessels  and  around 
them  (Fig.  3).  The  less  involved  portion  of 
the  lung  showed  pulmonary  vessels  with 
some  arteriosclerotic  thickening  even  though 
not  involved  with  the  infiltration  of  lympho- 
cytes. 

Our  interpretation  of  these  changes  was 
that  of  pulmonary  angiitis.  The  sections  of 
the  other  organs  microscopically  were  not 
contributory  except  the  liver  did  show  con- 
gestion of  the  central  sinusoids  containing 
increased  numbers  of  polymorphonuclear 
leukocytes  and  a few  lymphocytes.  In  the 
kidneys,  there  was  a slight  increase  of  the 
thickness  of  the  walls  of  some  of  the  blood 
vessels,  but  generally  the  kidney  was  within 
normal  limits.  In  the  prostate  the  nodular 
area  resembled  that  of  adenomatous  hyper- 
trophy and  hyperplasia  of  the  prostate,  but 
around  this  nodule  there  was  an  infiltration 
of  malignant  tumor  cells  forming  small  cords 


Fig.  1.  Low  power  view  shows  a blood  vessel  infiltrated  by 
many  lymphocytes;  the  lumen  is  practically  occluded. 
Hematoxylin  and  eosin  stain. 
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and  small  glands  and  showing  occasional 
perineural  lymphatic  invasion.  And  this  we 
have  to  call  an  adenocarcinoma,  grade  2,  of 
the  prostate.  The  lymph  nodes  were  within 
normal  limits.  The  sections  of  the  aorta 
showed  early  medial  necrosis.  These  areas 
were  accentuated  by  the  mucicarmine  stain 
which  brought  out  mucinous  degeneration. 
Bone  marrow  was  hyperplastic  but  otherwise 
normal.  No  evidence  of  tumor  was  found. 

Comment' 

I believe  that  this  was  a case  of  pulmonary 
angiitis  or,  as  it  is  sometimes  known  in  the 
literature,  pulmonary  arteritis.  Superim- 
posed upon  the  picture  of  angiitis  was  throm- 
bosis of  some  of  the  smaller  vessels  with  the 
resulting  infarction  of  the  lung,  and  there 
was  also  some  associated  lipoid  pneumonia, 
some  organizing  pneumonia,  and  in  general 
a chronic  inflammatory  process  with  fibrosis 
in  the  lung.  We  believe  that  the  patient  died 
of  pulmonary  insufficiency  due  to  pulmonary 
angiitis,  thromboses,  and  infarctions  com- 
plicated by  congestive  heart  failure. 

Discussion 

The  slides  on  this  case  were  studied  at  the 
Armed  Forces  Institute  of  Pathology  in 
Washington  by  Drs.  Helmuth  Sprinz,  S.  H. 
Rosen,  and  by  a visiting  pathologist  from 
London  named  Dr.  Harrison.  They  all 
thought  that  pulmonary  angiitis  was  the 
best  possible  diagnosis  although  none  of  them 
were  familiar  with  this  particular  micro- 
scopic picture.^ 

I believe  that  this  case  of  pulmonary  angi- 
itis fits  some  of  the  cases  reported  by  Spain.^ 
In  our  case  we  had  aortic  insufficiency  but 
no  mitral  stenosis.  This  case  presents  a 
slightly  different  microscopic  picture  from 


Fig.  2.  Low  power  view  shows  an  elastic  tissue  stain  to 
demonstrate  relation  of  lymphocytes  to  the  elastic  tissue  in 
the  vessel  wall.  Verhoeff's  elastica  stain. 


those  described  by  Braunstein.^  He  described 
polymorphonuclear  leukocytes  in  the  area  of 
arteritis  in  all  cases,  whereas  in  our  case, 
polymorphonuclear  leukocytes  were  very  rare 
and  lymphocytes  were  outstanding.  Other- 
wise, Braunstein’s  six  cases  are  similar.  We 
did  not  have  eosinophils  nor  giant  cells, 
so  I would  not  like  to  put  this  lesion  in  the 
group  known  as  allergic  granulomatous  angi- 
itis. I do  not  believe  that  the  lymphocytes 
are  neoplastic.  I also  believe  that  this  form 
of  angiitis  would  have  to  fit  into  the  group 
of  lesions  discussed  by  Zeek,^  as  sensitivity 
angiitis. 

Addendum  to  Discussion 

DR.  MILTON  S.  JACOBS : “The  curse  of 
ignorance,”  Socrates  is  made  to  say  in  Plato’s 
dialogue.  Symposium,  “is  that  a man  without 
being  good  or  wise  is  nevertheless  satisfied 
with  himself : he  has  no  desire  for  that  of 
which  he  feels  no  want.” 

Dr.  Severance  has  made  me  feel  the 
“want”  in  my  knowledge,  for  angiitis  would 
not  have  been  a diagnosis  that  I should  have 
entertained  for  any  time,  although  I did  men- 
tion pulmonary  vascular  disease  in  passing. 
This  was  a most  interesting  and  unusual 
case. 
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Fig.  3.  High  power  view  shows  fibrinoid  necrosis  of  vessel 
wall  and  infiltrating  lymphocytes.  Hematoxylin  and  eosin 
stain. 
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USTIN,  renowned  as  the  home  of  Texas  govern- 
ment and  education  and  as  an  occasional  stopping 
place  for  the  President  of  the  United  States,  might 
also  be  known  as  an  association  town. 

The  home  of  160  statewide  associations,  including 
the  Texas  Medical  Association,  Austin  has  many 
assets  as  a headquarters  city.  Conveniently  located 
on  the  Colorado  River  in  Central  Texas,  Austin 
is  accessible  to  all  parts  of  the  state  and  has  89 
percent  of  the  state’s  population  within  a 300-mile 
radius.  From  April  14-17,  Austin  will  be  the  center 
of  education  for  an  estimated  3,500  TMA  members 
and  their  guests  during  the  99th  Annual  Session. 

In  1839,  five  horsemen,  riding  upon  the  site  of 
a small  village  named  Waterloo,  were  entranced  by 
the  surrounding  beauty  of  the  rolling  hills  and  wind- 
ing river.  Sent  by  the  President  of  the  Texas  Repub- 
lic, Mirabeau  B.  Lamar,  the  horsemen  were  to  find 


an  ideal  spot  for  the  new  Capital  City.  They  recom- 
mended Waterloo  as  the  site  and,  in  1840,  the  Texas 
Congress  approved  it  and  named  the  city  after 
Stephen  F.  Austin,  the  Father  of  Texas. 

The  new  Capital  selected,  the  government  was 
moved  from  Houston.  When  the  Mexicans  invaded 
Texas  in  1842,  President  Sam  Houston  ordered 
that  the  seat  of  government  be  returned  to  Hous- 
ton. This  caused  the  Archive  War  in  which  few 
shots  were  fired  but  hard  feelings  abounded.  Fear- 
ing that  Houston  would  be  partial  to  the  city  that 
bore  his  name,  citizens  of  Austin  seized  the  state 
papers  and  held  them.  In  December,  1842,  Hous- 
ton sent  a small  company  to  seize  the  archives, 
but  the  Austinites  defeated  them.  Houston  then 
ordered  the  archives  sent  to  Washington-on-the- 
Brazos,  where  the  government  was  maintained 
briefly  until  returned  to  Austin  under  President 
Anson  Jones  in  1844. 
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The  Texas  State  Capitol  was  formally 
opened  on  May  16,  1888,  the  corner- 
stone having  been  laid  on  March  2,  1885. 
The  state  paid  3,025,000  acres  of 
land,  lying  in  the  western  part  of  the 
Panhandle,  to  the  Capitol  Syndicate  of 
Chicago  to  build  the  Capitol.  The 
walls  are  made  of  pink  granite  from 
Granite  Mountain,  near  Marble  Falls 
in  Burnet  County. 


Today,  a traveler  entering  the 
Capital  City  sees  not  only  the 
purple  hills  but  two  dominant  man- 
made structures  which  have  long 
meant  “Austin”  to  University  of 
Texas  students  returning  after 
weekends  and  holidays.  The  tra- 
ditional Capitol  dome  and  the  con- 
trasting vertical  lines  of  the  Uni- 
versity of  Texas  Tower  now  are 
enhanced  by  a clean-cut  skyline 
of  tasteful,  modern  buildings. 

People  come  to  Austin  for  many 
reasons,  one  being  a historical 
curiosity  about  the  state.  The  his- 
tory of  Texas  is  apparent  in  the 
massive,  pink  granite  Capitol  build- 
ing. Ranking  second  in  size  only 
to  the  national  Capitol  in  Wash- 
ington, D.  C.,  the  Texas  Capitol 
was  formally  opened  in  1888.  The 
dome  stands  seven  feet  higher 
than  the  dome  of  the  national  Cap- 
itol. The  308-foot  high  building 
contains  more  than  15,000  car- 
loads of  pink  granite,  hauled  over 
a specially  built  railroad  from 
quarries  53  miles  away.  Construc- 
tion was  financed  through  the 
sale  of  3,025,000  acres  of  state 
land,  valued  today  at  more  than 
$60,000,000.  The  Capitol  building 
rises  above  the  city  as  the  “Goddess 
of  Liberty”  surveys  her  domain 
from  the  Capitol  dome.  The  Capi- 
tol measures  528  feet  long  and  290 
feet  wide,  and  has  18  acres  of 
floor  space. 

Surrounding  the  Capitol  are 
many  monuments  commemorating 
Texas  heroes.  Some  are  the  Con- 
federate Dead,  the  Alamo,  Terry’s 
Texas  Rangers  (the  Texas  Con- 
federate fighting  group),  Texas 
Cowboys,  and  the  Spanish-Ameri- 
can  War  Veterans.  Twin  cannons 
guard  the  entrance  of  the  grounds. 

Included  in  the  Capitol’s  works 
of  art  are  two  large  canvases,  the 
“Surrender  of  Santa  Anna”  and 
“David  Crockett”  by  W.  H.  Huddle, 
and  white  marble  statues  of  Sam 
Houston  and  Stephen  F.  Austin  by 
Elisabet  Ney. 

In  the  rotunda  of  the  Capitol 


is  a large  tourist  information  cen- 
ter. Guides,  information,  and 
pamphlets  on  the  Capitol  building, 
city,  and  state  can  be  obtained 
from  the  center. 

Texas  history  is  ever  evident  in 
the  Capital  City.  The  old  Land 
Office  Building  was  converted  into 
a museum  by  the  Daughters  of 
the  Confederacy  and  the  Daugh- 
ters of  the  Republic  of  Texas,  and 
contains  historic  relics  and  records 
of  the  Republic  of  Texas.  The 
Texas  Memorial  Museum  unfolds 
the  Texas  story  in  displays  dating 
back  to  the  days  before  Texas  be- 
came a republic.  Its  Texana  ranges 
from  a one-legged  general’s  saddle 
to  bones  of  a 30-foot  prehistoric 
aquatic  reptile. 

The  Governor’s  Mansion,  home  of 
Texas  governors,  was  built  in  1853, 
32  years  before  the  Capitol,  and 
is  one  of  the  best  known  old  south- 
ern-style buildings.  The  first  floor 
is  set  aside  for  state  affairs  and 
guests,  and  the  second  floor  is  re- 
served for  the  Governor’s  apart- 
ment. 


Currently  the  most  famous  na- 
tionally known  home  is  the  Texas 
White  House,  ranch  home  of  Pres- 
ident Lyndon  B.  Johnson.  The 
LBJ  Ranch,  50  miles  west  of  Aus- 
tin in  the  rolling  Texas  hill  coun- 
try adjacent  to  the  Highland  Lakes 
of  Central  Texas,  is  an  hour’s  drive 
from  Austin.  Ranch  headquarters 
can  be  seen  from  Ranch  Road  1, 
just  off  U.S.  Highway  290. 

The  Johnson  home,  built  of  na- 
tive limestone  and  wood,  faces  the 
Pedernales  River.  From  Ranch 
Road  1,  the  drive  crosses  the  river 
on  a concrete  ford  below  a low 
dam.  In  the  yard  stands  a century 
old  oak  under  which  a pet  peacock 
wanders.  Nearby  is  a kidney- 
shaped swimming  pool,  and  at  the 
rear  of  the  house  is  a private  land- 
ing strip.  Usually,  Air  Force  One, 
the  Presidential  aircraft,  lands  at 
Bergstrom  Air  Force  Base  in 
Austin. 

The  LBJ  Ranch  actually  is  a 
working  ranch  with  Hereford  cat- 
tle, white-tailed  deer,  wild  turkey. 


The  Governor's  Mansion  was  erected  in  1853  at  the  beginning  of  the  first 
administration  of  Gov.  Elisha  M.  Pease,  32  years  before  the  present  Capitol 
building  was  constructed. 
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Lake  Austin  and  Lake  Travis  offer 
boating,  swimming,  and  tourist  ac- 
commodations. One  can  ski,  swim, 
or  sail  at  leisure  along  these  beau- 
tiful lakes  that  are  part  of  the 
ffighland  Lakes  Country.  Lake 
Austin  and  Lake  Travis  are  two 
in  a series  of  six  lakes  with  dams 
that  were  built  by  the  Lower  Colo- 
rado River  Authority  as  a water 
conservation-power-flood  co ntrol- 
recreation  project. 
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studio,  the  Elisabet  Ney  Museum, 
is  now  the  scene  of  frequent  paint- 
ing and  sculpture  exhibits. 

The  famed  author  and  authority 
on  Southwestern  lore,  the  late  J. 
Frank  Dobie,  also  made  his  home 
in  Austin.  Mrs.  Dobie  still  lives 
in  the  Dobie  home. 

Among  its  many  titles,  Austin 
could  also  be  called  the  center  of 
Texas  education.  It  has  six  col- 
leges and  universities,  including 
the  University  of  Texas  which  is 
one  of  the  largest  and  most  richly 
endowed  universities  in  the  United 
States.  The  University  was  or- 
ganized in  1881,  and  opened  in 
1883.  The  21-story  Tower,  best 
known  of  the  University’s  build- 
ings, houses  administrative  and 
faculty  offices,  libraries,  and  some 


The  Elisabet  Ney  Museum  was  once  the  studio-home  of  the  famed  sculptress 
whose  models  included  the  great  men  and  crowned  heads  of  Europe. 


and  a variety  of  small  game  that 
make  the  ranch  land  their  home. 

Security  reasons  often  require 
the  closing  of  Ranch  Road  1 when 
the  President  is  in  residence.  Phy- 
sicians wishing  to  drive  there  may 
call  the  Texas  Highway  Depart- 
ment, or  the  Department  of  Public 
Safety,  and  inquire  if  the  road  is 
open. 

Other  famous  homes  include  the 
Pease  Mansion  built  in  1853.  Oc- 
cupied by  former  Governor  Pease 
in  1857,  the  Mansion  is  now  the 
home  of  former  Gov.  Allan  Shivers. 
Another  home  is  Laguna  Gloria, 
“Wondrous  Lake,”  the  five-and-a- 
half-acre  estate  originally  selected 
by  Stephen  F.  Austin.  Laguna 
Gloria,  as  headquarters  of  the 
Texas  Fine  Arts  Association,  is 
now  the  lakeside  setting  for  art 
exhibits. 

The  French  Legation,  built  in 
1840  to  house  Louis  Philippe’s  en- 
voy, Count  Alphonse  de  Saligny, 
has  been  authentically  restored  to 
show  the  furnishings  and  architec- 
ture typical  of  the  era. 

Austin  attracted  many  people  in 
its  past.  The  one-time  home  of  the 
famous  short-story  writer,  0. 
Henry,  now  contains  many  of  his 
personal  effects.  O.  Henry  began 
writing  short  stories  as  a sideline 
while  working  as  a bank  clerk 
in  Austin. 

Art  lovers  are  always  anxious 
to  see  the  studio-home  of  sculptress 
Elisabet  Ney,  whose  models  in- 
cluded the  great  men  and  crowned 
heads  of  Europe.  Her  60-year-old 


rare  books  collections.  The  observa- 
tion deck  below  the  four  golden 
clock  faces  offers  a commanding 
view  of  Austin  and  the  surround- 
ing countryside.  In  the  top  of  the 
Tower  is  a 40,900  pound  carillon 
with  17  concert  bells  that  peal  each 
day  at  noon  and  on  special  oc- 
casions. The  Tower  lights,  in  the 
traditional  school  colors  of  orange 
and  white,  are  turned  on  for 
important  events. 

The  white  stone  buildings  with 
red  tile  roofs  reveal  the  Spanish 
influence  upon  the  campus  archi- 
tecture. Several  new  University 
buildings  are  complete,  and  more 
are  planned.  Land  recently  ac- 
quired will  help  accommodate  the 
expanding  University  which  now 
has  a 221-acre  campus  and  an  en- 
rollment surpassing  25,000  stu- 
dents. 

The  largest  library  in  the  state, 
the  Mirabeau  B.  Lamar  Library, 
is  housed  at  the  University  of 
Texas,  and  contains  more  than 

1.100.000  volumes.  The  oldest  li- 
brary is  the  Texas  State  Library 
established  during  the  period  of 
the  Republic.  It  contains  more  than 

280.000  volumes  and  over  3,500,000 
manuscripts. 

Austin  also  has  schools  for  the 
handicapped,  and  Austin  State 
Hospital  is  the  oldest  hospital  in 
Texas  for  the  care  and  treatment 
of  the  mentally  ill;  it  occupies  382 
acres  within  the  city  limits. 

One  of  the  more  unusual  at- 
tractions of  Austin  is  that  it  is 
the  only  city  in  the  world  lighted 
by  artificial  moonlight.  The  frame 
towers  cast  a soft,  blue,  moon- 
light glow  over  the  city.  Construc- 
tion on  the  towers  began  in  1894, 


The  French  Legation  was  the  home  and  office  of  a one-time  French  minister 
to  the  Republic  of  Texas,  Count  Alphonse  de  Saligny. 
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known  as  the  Highland  Lakes. 
Lake  Austin,  the  sixth  in  the 
series,  maintains  the  head  dam  for 
production  of  power  from  water 
flowing  down  from  the  lakes  above. 
It  is  estimated  that  the  daily  water 
flow  now  passing  Austin  is  646,- 
000,000  gallons,  an  amount  equal 
to  the  total  average  daily  consump- 
tion of  all  the  major  cities  in  Tex- 
as. Development  of  the  lakes  has 
furthered  Austin’s  position  as  a 
recreation  center  with  miles  of 
scenic  drives  to  attract  tourists. 
The  lakes  afford  excellent  recrea- 
tional facilities  for  fishing,  boat- 
ing, skiing,  sailing,  and  swimming. 

Physicians  attending  the  99th  An- 
nual Session  of  the  Texas  Medical 
Association  will  find  much  to  see 
and  do  in  Austin.  The  many 
recreational  and  tourist  attractions 
will  appeal  to  every  whim  and 
desire.  Known  as  the  “Fun-tier 
Capital”  of  Texas,  Austin  is  a 
delightful  city.  Whatever  one’s 
mode  of  travel,  the  1966  visitor  to 
Austin  should  be  as  entranced  as 
were  the  horsemen  of  1839. 


President  Lyndon  Johnson  often  flies  to 
his  Texas  home,  the  LBJ  Ranch,  near 
Stonewall.  Tourists  can  drive  to  the 
ranch,  only  an  hour's  trip  away,  and  see 
it  from  Ranch  Road  1. 


Many  of  the  personal  effects  of  0.  Henry  are  displayed  in  the  0.  Henry  Museum. 
The  famous  author  began  his  writing  career  while  working  in  an  Austin  bank. 


and  the  lights  were  turned  on  in 
May,  1895.  Two  pieces  of  carbon 
were  first  used  for  lighting.  Later, 
incandescent  lamps  were  installed, 
and  in  1936,  mercury  vapor  lamps 
replaced  those.  The  towers  cost  ap- 
proximately $1,500  each  and  only 
27  of  the  original  31  towers  remain 
today. 

A period  of  industrialization 


from  1880  to  1900  resulted  in  the 
building  of  a dam  and  power  plant 
on  the  Colorado  River.  The  dam 
was  destroyed  in  1900  and  rebuilt 
in  1912.  In  1936  another  flood 
turned  attention  to  river  control, 
and  work  was  begun  in  1938  on  a 
series  of  dams  constructed  by  the 
Colorado  River  Authority.  These 
dams  resulted  in  a series  of  lakes 
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First  aid  for  a button  popper 


Second  aid  for  a button  popper 


--  - rvnit*  , 

‘ ' ' ' ( » i ( I Tftt 


,„BA\IADKX' , 

^ITH  ^H-.CKimAMATt 

SEQUELS* 


; By  providing  combined  anorexigenic-tranquilizing  action, 
i BAMADEX  SEQUELS  Capsules  help  your  nonshrinking 
! patients  to  establish  new  patterns  of  eating  less.  The  am- 
1 phetamine  component  suppresses  the  appetite,  while  the 
I meprobamate  helps  allay  nervousness  and  tension.  And  for 
most  patients,  the  sustained  release  of  the  active  ingredients 
provides  convenient  one-capsule-a-day  dosage. 

Side  Effects  commonly  associated  with  either  compo- 
nent are  possible  but,  to  the  extent  these  are  dose-related, 
they  should  normally  be  mild  and  infrequent,  since  the 
total  dosage  of  each  component  on  the  usual  one-capsule- 
daily  regimen  is  quite  low.  Also,  the  sedating  effect  of 
meprobamate  and  the  stimulating  effect  of  d-amphetamine 
sulfate  tend,  to  some  extent,  to  cancel  each  other  out.  Ad- 
verse effects  not  peculiar  to  either  component  have  not 
been  reported.  Side  effects  associated  with  d-amphetamine 
sulfate  include:  insomnia,  excitability,  increased  motor 
activity,  confusion,  anxiety,  aggressiveness,  increased  li- 
bido, hallucinations,  rebound  fatigue,  depression,  dry 
mouth,  anorexia,  nausea,  vomiting,  diarrhea  and  increased 
cardiovascular  reactivity.  Effects  associated  with  meproba- 


mate include:  skin  rash,  nonthrombocytopenic  purpura 
with  petechiae,  ecchymoses,  peripheral  edema,  fever  and 
transient  leukopenia;  also,  very  rarely,  fainting  spells,  angi- 
oneurotic edema,  bronchial  spasm,  hypotensive  crisis, 
anuria,  stomatitis,  proctitis  and  anaphylaxis.  Other  serious 
effects  have  occurred  after  concomitant  administration  of 
meprobamate  and  other  drugs.  Massive  overdosage  may 
produce  grave  effects. 

Precautions:  BAMADEX  SEQUELS  should  be  given 
only  under  close  supervision  to  patients  hypersensitive  to 
sympathomimetic  drugs,  with  cardiovascular  or  coronary 
disease  or  who  are  severely  hypertensive;  to  emotionally 
unstable  persons  and  to  epileptics.  Patients  should  be 
cautioned  not  to  drink  alcoholic  beverages  while  on  the 
drug,  and  not  to  drive  vehicles  if  they  become  drowsy.  In 
all  patients  kept  on  the  drug  for  long  periods,  the  drug 
should  be  withdrawn  gradually  to  avoid  possible  serious 
reactions. 

Contraindications:  Hyperexcitability,  agitated  prepsy- 
chotic  states  and  a history  of  previous  reactions  to  mepro- 
bamate. 


Bamadex*  Sequels* 

d-amphetamine  sulfate  ( 1 5 mg. ) Sustained  Release  Capsules 
and  meprobamate  (300  mg.) 


LEDERLE  LABORATORIES 


A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


Rise  of  Meningococcal  Infections 
Primarily  Involves  Military  Cases 

Meningococcal  infections  in  Tex- 
as during  the  first  eight  weeks  of 
this  year  increased  by  16  cases 
over  the  same  period  last  year, 
reports  the  Texas  State  Depart- 
ment of  Health. 

The  increase  was  due  primarily 
to  the  occurrence  of  13  cases  at 
military  bases. 

During  the  first  eight  weeks 
there  were  49  cases  in  Texas,  in- 
cluding 36  civilian  patients  and  13 
military  patients.  For  the  same 
period  in  1965,  there  were  33  cases, 
all  civilians;  and  during  the  period 
in  1964,  there  were  29  cases,  27 
civilians  and  two  military  patients. 

Dr.  Van  C.  Tipton,  Director  of 
the  Communicable  Disease  Division 
of  the  State  Department  of  Health 
notes  that  “recent  publicity  sur- 
rounding the  occurrence  of  seven 
cases  of  meningococcal  meningitis 
with  one  death  among  the  recruits 
at  Lackland  Air  Force  Base  nat- 
urally has  served  to  focus  atten- 
tion on  this  disease.  In  some  in- 
stances, aseptic  meningitis,  H.  in- 
fluenza meningitis,  pneumococcal 
meningitis,  and  Listeria  meningitis 
have  been  confused  with  meningo- 
coccal infections,  thereby  magnify- 
ing tbe  extent  of  the  meningococcal 
problem.” 


Postgraduate  Courses 

Pediatric  Postgraduate  Confer- 
ence, Temple,  March  25-26,  1966. — 
The  Annual  Pediatric  Postgrad- 
uate Conference  of  the  Scott  and 
White  Memorial  Hospital  will  fea- 
ture guest  speaker  Dr.  Keith  N. 
Drummond,  professor  of  pedi- 
atrics, McGill  University  Faculty 
of  Medicine,  Montreal,  Quebec, 
Canada.  Topics  to  be  covered  by 
the  course  are  “Jaundice  in  the 
Newborn,”  “Gynecological  Prob- 
lems in  Children,”  “Urinary  Tract 
Infections  in  Childhood,”  “Common 
Emotional  Problems,”  “Drowning,” 
“The  Role  of  the  Thymus  in  Im- 
munity,” “Diagnosis  and  Surgical 
Correction  of  Some  Common  Con- 
genital Cardiac  Defects,”  “Mild 
Allergy — Basic  and  Clinical  Con- 
sideration,” “Studies  in  the  Patho- 
genesis of  Diffuse  Glomerular  Dis- 
ease,” and  “Differential  Diagnosis 
of  Ataxia  in  Childhood.” 

Further  information  concerning 
registration  and  the  course  may  be 
obtained  from  Scott  and  White 
Clinic,  Temple,  Texas. 

Rheumatoid  Arthritis,  Houston, 


March  19. — The  Division  of  Con- 
tinuing Education  of  The  Univer- 
sity of  Texas  Graduate  School  of 
Biomedical  Sciences  will  present  a 
symposium  in  the  Texas  Medical 
Center. 

Emphasis  will  be  placed  on  the 
significance  of  current  research  as 
it  relates  to  concepts  in  etiology 
and  pathogenesis  of  this  disease, 
and  on  the  applications  of  these  con- 
cepts in  diagnosis  and  management. 

The  participants,  all  nationally 
recognized  leaders  in  their  fields, 
will  present  the  following  topics: 
“Structure  and  Chemistry  of  Con- 
nective Tissue,”  “Etiologic  Con- 
cepts in  Rheumatoid  Arthritis,” 
“Current  Diagnostic  Methods  in 
Rheumatoid  Arthritis,”  “Immuno- 
logic Studies  in  Juvenile  Rheuma- 
toid Arthritis,”  “Medical  Manage- 
ment of  Rheumatoid  Arthritis,” 
“Surgical  Management  of  Rheuma- 
toid Arthritis — Surgery  of  Hand.” 

For  further  information,  physi- 
cians may  write:  Division  of  Con- 
tinuing Education,  The  University 
of  Texas  Graduate  School  of  Bio- 
medical Sciences  at  Houston,  102 
Jesse  Jones  Library  Building,  Tex- 
as Medical  Center,  Houston,  Texas 
77025. 


More  Midwesterners  Buy 
Major  Medical  Insurance 

More  persons  in  the  Midwest 
have  major  medical  expense  insur- 
ance than  in  any  other  region  of 
the  nation,  reports  the  Health  In- 
surance Institute.  The  12  Mid- 
western states,  Ohio,  Indiana, 
Illinois,  Michigan,  Wisconsin,  Min- 
nesota, Iowa,  Missouri,  North  Da- 
kota, South  Dakota,  Nebraska,  and 
Kansas,  showed  a total  of  13,639,- 
000  persons  had  major  medical  in- 
surance at  the  end  of  1964. 


"I  think  I've  discovered  the  source  of 
your  nagging  backache!" 


The  Northeast  region  was  second 
in  number  of  persons  with  major 
medical.  Its  nine  states  had  13,497,- 
000  persons  covered,  and  was  fol- 
lowed by  16  states  of  the  South 
and  District  of  Columbia  with  11,- 

285.000.  The  13  Western  states  had 
8,580,000  persons  with  major  med- 
ical protection. 

Texas  ranked  sixth  with  2,272,- 
000  persons  with  major  medical. 
The  leading  states  were  New  York, 
5,912,000;  California,  5,856,000;  Il- 
linois, 3,611,000;  Pennsylvania,  2,- 

630.000,  and  Ohio,  2,579,000. 

More  than  47,000,000  persons 

were  protected  by  major  medical 
insurance  in  1964,  and  this  number 
bad  grown  to  an  estimated  49,000,- 
000  by  June,  1965,  according  to  re- 
ports of  the  Institute. 

The  first  major  medical  plan 
went  into  effect  in  1949,  and  had 
covered  108,000  persons  by  the  end 
of  1951. 


Southern  Clinical  Society 
Schedules  35th  Conference 

Eighteen  guest  speakers  are  to 
be  heard  at  the  Spring  Clinical 
Conference  of  the  Dallas  Southern 
Clinical  Society,  scheduled  for 
March  21-23  in  Dallas. 

Speakers  and  their  topics  include 
Dr.  Harry  E.  Bacon,  Philadelphia, 
proctology;  Dr.  John  E.  Bordley, 
Baltimore,  otolaryngology;  Dr.  Al- 
son  E.  Braley,  Iowa  City,  la.,  oph- 
thalmology; Dr.  John  Donnelly, 
Hartford,  Conn.,  psychiatry;  Dr. 
Jack  S.  Guyton,  Detroit,  ophthal- 
mology; Dr.  Walter  L.  Herrmann, 
Seattle,  obstetrics-gynecology; 

Dr.  John  W.  Hope,  Philadelphia, 
radiology;  Dr.  David  M.  Hume, 
Richmond,  Va.,  surgery;  Dr.  Mar- 
garet H.  Jones,  Los  Angeles,  ped- 
iatrics; Dr.  R.  Bruce  Logue,  At- 
lanta, Ga.,  medicine;  Dr.  Brian  F. 
McCabe,  Iowa  City,  la.,  otolaryn- 
gology; Dr.  William  M.  McCona- 
hey,  Rochester,  Minn.,  endocrin- 
ology; Dr.  Lloyd  M.  Nyhus,  Seat- 
tle, surgery;  Dr.  Walter  L.  Palmer, 
Chicago,  gastroenterology; 

Dr.  George  R.  Prout,  Jr.,  Rich- 
mond, Va.,  urology;  Dr.  Kenneth 
J.  Ryan,  Cleveland,  Ohio,  obstet- 
rics-gynecology; Dr.  William  S. 
Smith,  Ann  Arbor,  Mich.,  ortho- 
pedics; and  Dr.  F.  William  Sunder- 
man,  Philadelphia,  pathology. 

Advance  registration  may  be  ob- 
tained by  writing  Dallas  Southern 
Clinical  Society,  Medical  Arts 
Bldg.,  Dallas  1. 

The  Conference  is  acceptable  for 
19  hours  credit.  Category  II,  Amer- 
ican Academy  of  General  Practice. 
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Woman's  Auxiliary  To  Sponsor 
Youth  Safety  Conference 


A statewide  Youth  Safety  Con- 
ference will  be  held  in  Dallas  on 
March  26-27.  It  will  be  sponsored 
by  the  Texas  Medical  Association 
and  the  Woman’s  Auxiliary  to  the 
TMA  in  cooperation  with  the  Tex- 
as Department  of  Public  Safety, 
Texas  Safety  Association,  Allstate 
Insurance  Company,  Dallas  Citi- 
zens Traffic  Commission,  and  the 
Dallas  Junior  Chamber  of  Com- 
merce. The  Conference  will  enable 
youth  with  leadership  qualities  to 
become  informed  on  safety  aspects 
that  affect  them  specifically. 

Guest  speakers  include  B.  J. 
Campbell,  Ph.D.,  Buffalo,  N.  Y., 
head  of  the  Accident  Research  De- 
partment, Cornell  University, 
“Let’s  Look  at  the  Odds”;  Dr.  Paul 
L.  Weygandt,  Akron,  O’nio,  Speak- 
ers Bureau,  American  Medical  As- 
sociation, “Medical  Factors  in  Safe 
Driving”;  the  Rev.  Louis  Sanders, 
executive  director.  Greater  Dallas 
Council  of  Churches,  “Moral  As- 
pects of  Safety”;  Judge  Richard 
Stanfield,  Corporation  Court,  Rich- 
ardson, Tex.,  “Teenage  Jury  Sys- 
tem”; and  Paul  V.  Wilkerson,  At- 
lanta, Ga.,  The  Allstate  Founda- 
tion. 


New  York  City  To  Host 
ACP  47tJi  Annua!  Session 


New  York  City  will  be  the  site 
of  the  American  College  of  Phy- 
sicians’ 47th  Annual  Session,  April 
18-22,  1966.  The  meeting  will  fea- 
ture items  of  interest  and  special 
events  for  the  attending  physicians 
and  their  wives.  Included  in  the 
scientific  program  will  be  clinical 
sessions  on  therapeutics,  infections, 
and  subjects  of  general  interest. 
Sections  on  clinical  investigation 
will  cover  cardiovascular  diseases, 
immunology-genetics,  endocrinolo- 
gy, hematology,  and  renology,  and 
basic  medical  sciences  will  include 
symposiums  on  neurophysiology 
and  recent  studies  on  mechanisms 
of  sleep,  and  individual  papers  on 
other  topics. 

Twelve  panels  have  been  sched- 
uled, on  diseases  of  medical  man- 
agement, radiation  injury,  en- 
docrine syndromes  of  non-endocrine 
tumors,  viral  persistence,  radio- 
scanning as  a diagnostic  proced- 
ure, endotoxin  shock,  aggressive 
management  of  myocardial  infarc- 


tion, management  of  pulmonary  in- 
sufficiencies, paraimmunoglobulin- 
opathies,  the  role  of  normal  micro- 
bial flora  in  health  and  disease  in 
man,  new  knowledge  of  iron  me- 
tabolism, and  patterns  of  serum 
lipids  in  health  and  disease. 

Hospital  tours,  technical  ex- 
hibits, and  a psychiatry  program 
for  the  internist  will  also  be  fea- 
tured. 

The  program  for  the  physicians’ 
wives  includes  tours  of  New  York, 
luncheons,  lectures,  and  style 
shows. 

Registration  information  may  be 
obtained  from  the  American  Col- 
lege of  Physicians,  Registration 
Bureau,  4200  Pine  Street,  Phila- 
delphia, 19104. 


Health  Team  Subject  Of 
Nursing  Home  Meeting 


“Forward  as  a Member  of  the 
Health  Team”  will  be  the  theme 
of  the  Texas  Nursing  Home  Asso- 
ciation’s spring  meeting  in  Austin, 
PJarch  27-29,  1966.  John  M.  Craw- 
ford, executive  director,  an- 
nounced the  program  plans. 

Approximately  400  nursing  home 
owners  and  administrators  are  ex- 
pected to  attend  the  three-day 
meeting  on  the  latest  developments 
in  medicare  procedures,  accredita- 
tion standards,  and  association  ac- 
tivities. 

TNHA’s  membership  is  com- 
posed of  representatives  of  both 
proprietary  and  nonprofit  nursing 
and  custodial  homes  in  Texas. 


"Outside  of  a slight  case  of  termites  in 
your  wooden  leg.  Captain,  you're  in 
good  shape!" 


Texans  To  Address 
Allergists  in  Chicago 


Nine  physicians  and  two  doctors 
of  philosophy  from  Texas  will  ad- 
dress the  American  College  of  Al- 
lergists 22nd  Annual  Congress, 
April  25-29,  1966,  in  Chicago. 
Speaking  before  the  College  will 
be  Capt.  Andrew  M.  Hegre,  Jr., 
USAF(MC)  and  Maj.  Robert  E. 
Smith,  USAF(MC),  both  of  San 
Antonio,  who  will  discuss  “Rag- 
weed Antibodies  Identified  by  Im.- 
munofluorescence.” 

“Basic  Botanical  Research  Re- 
lated to  Inhalant  Allergens”  will  be 
given  by  Donald  Larson,  Ph.D., 
Austin.  Dr.  Thomas  R.  McElhen- 
ney,  Austin,  and  Dr.  John  P.  Mc- 
Govern, Houston,  will  talk  on 
“Possible  New  Inhalant  Aller- 
gens.” C.  Dean  Dukes,  Ph.D.,  Hous- 
ton, will  discuss  “The  Cytody- 
namics  of  Immediate  and  Delayed 
Hypersensitivity  Reactions.”  Dr. 
Salmon  Halpern,  Dallas,  will  par- 
ticipate in  the  symposium  on  “Pro- 
phylaxis of  Allergic  Disease  in 
Children.” 

Dr.  Theodore  J.  Haywood,  Hous- 
ton, and  Dr.  McGovern  will  talk 
on  “Mucoviscidosis  and  Asthma.” 
Dr.  Robert  R.  Franklin,  also  of 
Houston,  and  Dr.  Dukes,  will  speak 
on  “Acquired  Sperm  Agglutinins 
and  Immunologic  Infertility.”  “The 
Loss  of  Sense  of  Smell  in  Nasal 
Allergy”  will  be  given  by  Dr. 
Bernard  T.  Fein  and  Dr.  Peter 
B.  Kamin,  both  of  San  Antonio. 

Dr.  Morris  Fishbein,  Chicago, 
will  honor  all  past  presidents  of 
the  American  College  of  Allergists 
when  he  delivers  his  speech  “Fifty 
Years  of  Medicine.”  Dr.  James  Z. 
Appel,  President  of  the  American 
Medical  Association  will  also  be 
a featured  guest  speaker. 

All  doctors  of  medicine,  including 
interns  and  residents,  are  invited 
to  attend  the  Congi'ess. 


A.MA  Committee  Names 
Dr.  Max  E.  Johnson 


Dr.  Max  E.  Johnson,  Past  Presi- 
dent of  the  Texas  Medical  Asso- 
ciation, has  been  appointed  to  the 
American  Medical  Association’s 
Committee  on  Nursing. 

The  Texas  Medical  Association’s 
Executive  Board  supported  Dr. 
Johnson’s  nomination  at  its  Jan.  23 
meeting  in  Austin. 
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A Key  Site  of  Action  of  the 
Protoveratrine  A in  Salutensin 

“The  main  function  of  the 
carotid  sinus  is  regulation  of 
the  blood  pressure 

The  veratrum  component  of 
Salutensin  acts  here  (and  in  the 
myocardium),  initiating 
. .a  reflex  fall  in  blood  pressure 
through  a generalized  vaso- 
dilation and  fall  in  heart  rate.”^ 
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This  is 
a logical 

Blood  Pressure 
Regulator 


BECAUSE 
IT  ENHANCES 
THE  BODY’S  OWN 
MECHANISMS 
FOR  REDUCING 
BLOOD  PRESSURE 


In  mild 

to  moderate  hypertension: 

Salutensin  enhances  the  body’s  own 
mechanisms  for  lowering  blood 
pressure.  The  veratrum  component 
of  Salutensin  acts  on  the  carotid 
sinus  and  myocardial  receptors, 
initiating  . .a  reflex  fall  in  blood 
pressure  through  a generalized 
vasodilation  and  fall  in  heart  rate.”^ 
To  achieve  this  reflex  modification 
of  hypertension,  Salutensin 
utilizes  protoveratrine  A. 

In  addition,  to  facilitate  and 
maintain  blood  pressure  reduction, 
Salutensin  incorporates  reserpine 
and  a highly  effective  thiazide. 

In  general,  side  effects  have  been 


reported  infrequently  but 
may  include  those  listed  in  the 
therapeutic  summary. 

Simple  dosage— low-cost 
therapy:  Many  patients  on 
Salutensin  respond  to  1 tablet  b.i.d. 
Long-term  economy  is  assured, 
since  dosage  can  frequently 
be  lowered  after  initial  control  is 
established. 

Available:  Prescription -size 
bottles  of  60  tablets. 

References:  1.  Editorial:  JAMA 
191 :592  (Feb.  15)  1965. 2.  Meil- 
man,  E.,  in  Moyer,  J.H. : Hyper- 
tension, Philadelphia,  W.  B. 
Saunders  Company,  1959,  p.  395. 


BRISTOL  THERAPEUTIC  SUMMARY 
For  complete  information  consult  Official 
Package  Circular. 

Indications:  Essential  hypertension. 
Warnings:  Small-bowel  lesions  (obstruc- 
tion, hemorrhage,  perforation)  have  oc- 
curred during  therapy  with  enteric-coated 
formulations  containing  potassium,  with 
or  without  thiazides.  Such  potassium  for- 
mulations should  be  used  with  Salutensin 
only  when  indicated  and  should  be  discon- 
tinued immediately  if  abdominal  pain,  dis- 
tention, nausea,  vomiting  or  gastrointesti- 
nal bleeding  occurs. 

Contraindications:  Salutensin  is  contra- 
indicated in  severe  depression. 
Precautions:  Azotemia,  hypochloremia, 
hyponatremia,  hypochloremic  alkalosis  and 
hypokalemia  (especially  with  hepatic  cir- 
rhosis and  corticosteroid  therapy)  mayzjc- 
cur,  particularly  with  pre-existing  vomit- 
ing and  diarrhea.  Potassium  loss,  which 
may  cause  digitalis  intoxication,  responds 
to  potassium-rich  foods,  potassium  chlor- 
ide or,  if  necessary,  stopping  therapy.  Se- 
rum ammonia  elevation  may  precipitate 
coma  in  precomatose  hepatic  cirrhotics. 
Discontinue  therapy  two  weeks  before  sur- 
gery or  if  myocardial  irritability,  progres- 
sive azotemia  or  severe  depression  occur. 
Exercise  caution  with  patients  with  peptic 
ulcers  or  renal  insufficiency  (if  severe, 
Salutensin  is  contraindicated). 

Side  Effects:  Hydroffumethiazide:  Purpura 
plus  or  minus  thrombocytopenia,  hyper- 
uricemia, leukopenia,  hyperglycemia,  gly- 
cosuria, malaise,  weakness,  dizziness,  fa- 
tigue, paresthesias,  muscle  cramps,  skin 
rash,  epigastric  distress,  vomiting,  diar- 
rhea and  constipation.  Reserpine:  Depres- 
sion, peptic  ulceration,  diarrhea.  Parkin- 
sonism, nasal  stuffiness,  dryness  of  the 
mouth  and,  with  overdosage,  agitation,  in- 
somnia and  nightmares.  Protoveratrine  A: 
Nausea,  vomiting,  cardiac  arrhythmia,  pros- 
tration, excessive  hypotension  and  brady- 
cardia. (Treat  bradycardia  with  atropine 
and  hypotension  with  vasopressors.) 

Usual  Dose:  1 tablet  b.i.d. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 
Syracuse,  New  York 


BRISTOL 


Salutensiit 


Each  tablet  contains : 
protoveratrine  A,  0.2  mg.; 
hydroflumethiazide,  50  mg.; 
reserpine,  0.125  mg. 


Texas  Physicians  To  Address 
American  Cancer  Society 


Three  Texas  physicians  will  ad- 
dress the  1966  Scientific  Session 
of  the  American  Cancer  Society,  to 
be  held  in  San  Francisco,  May  11, 
1966.  Presentations  include  advan- 
ces in  the  diagnosis  and  treatment 
of  common  cancer  sites.  The  meet- 
ing is  open  to  all  members  of  the 
medical  and  dental  professions 
and  students. 

Texans  speaking  are  Paul 
Weiss,  Ph.D.,  the  University  of 
Texas  Graduate  School  of  Bio- 
medical Sciences,  Houston,  with  a 
special  address  “Premises  and 
Prospects  in  Cancer  Research,” 
and  Dr.  Richard  H.  Jesse,  Univer- 
sity of  Texas  M.  D.  Anderson  Hos- 
pital and  Tumor  Institute,  Hous- 
ton, “The  Treatment  of  Skin  Can- 
cer.” Dr.  B.  L.  Aronoff,  the  Uni- 
versity of  Texas  Southwestern 
Medical  School,  Dallas,  will  act 
as  chairman  for  the  section  on  oral 
cancer. 

Other  guest  speakers  include 
Dr.  I.  L.  Tilden,  Straub  Clinic, 
Honolulu,  Hawaii,  chaii-man  of  the 
session  on  uterine  cancer,  with  Dr. 
Leopold  G.  Koss,  Memorial  Center 
for  Cancer  and  Allied  Diseases, 
New  York,  “The  Present  Status 
of  Cytology  in  Uterine  Cancer,” 
and  Dr.  Tommy  N.  Evans,  Wayne 
State  University  College  of  Med- 
icine, Detroit,  Mich.,  “The  Opti- 
mum Management  of  a Patient 
with  a Positive  Cervical  Cytology 
Report.” 

The  session  on  rectal  and  colon 
cancer  will  be  headed  by  Dr.  John 
G.  V/alsh,  Mercy  Hospital,  Sacra- 
mento, Calif.  Speakers  will  include 
Dr.  H.  Marvin  Pollard,  the  Uni- 
versity of  Michigan  Medical  Cen- 
ter, Ann  Arbor,  “Current  Pro- 
cedures in  the  Detection  and  Diag- 
nosis of  Colon  and  Rectal  Cancer,” 
and  Dr.  J.  Englebert  Dunphy, 
University  of  California  School  of 
Medicine,  San  Francisco,  “Modern 
Treatment  of  Colon  and  Rectal 
Cancer.” 

Lung  cancer  will  be  discussed 
by  Dr.  Sol  R.  Baker,  University 
of  Southern  California  School  of 
Medicine,  Los  Angeles,  chairman. 
Speakers  will  be  United  States 
Sen.  Maurine  B.  Neuberger,  “The 
Control  of  Cigarette  Smoking  in 
the  USA,”  and  Dr.  Thomas  Carlile, 
the  Mason  Clinic,  Seattle,  Wash., 
“The  Early  Diagnosis  of  Lung- 
Cancer.” 

Dr.  John  M.  Dennis,  University 
of  Maryland  School  of  Medicine 


and  College  of  Physicians  and 
Surgeons,  Baltimore,  will  head  the 
session  on  breast  cancer.  Speakers 
include  Dr.  Thomas  W.  Botsford, 
Harvard  Medical  School,  Boston, 
“Advances  in  the  Early  Diagnosis 
of  Breast  Cancer,”  and  Dr.  Robert 
C.  Hickey,  University  of  Wiscon- 
sin Medical  Center,  Madison,  “The 
Breast  Cancer  Treatment  Contro- 
versy.” 

The  session  on  oral  cancer  will 
be  headed  by  Dr.  Aronoff.  Speak- 
ers are  Sol  Silvermann,  D.D.S., 
University  of  California  School  of 
Dentistry,  San  Francisco,  “Oral 
Lesions  of  Neoplastic  Significance 
and  Oral  Cancer,”  and  Dr.  Arthur 
James,  Ohio  State  University  Med- 
ical Center,  Columbus,  “Manage- 
ment of  Oro-Pharyngeal  Cancer.” 

Skin  cancer  will  be  the  topic  of 
a session  headed  by  Dr.  Glenn  H. 
Leak,  University  of  Buffalo  School 
of  Medicine,  Buffalo,  N.Y.  Speak- 
ers will  be  Dr.  Herbert  L.  Traen- 
kle,  also  of  the  University  of  Buf- 
falo School  of  Medicine,  “Early 
Recognition  and  Diagnosis  of  Skin 
Cancer,”  and  Dr.  Jesse. 

There  is  no  advanced  registra- 
tion or  registration  fee.  Further 
information  concerning  the  meet- 
ing may  be  obtained  from  the 
Director  of  Professional  Educa- 
tion, American  Cancer  Society, 
Inc.,  219  East  42nd  Street,  New 
York,  10017. 


TMA  Insurance  Increases 
For  Mental  Disorders 


A $2,000  increase  in  the  maxi- 
mum amount  payable  for  nervous 
or  mental  diseases  or  disorders 
under  the  Texas  Medical  Associa- 
tion’s Group  Major  Medical  Pro- 
gram went  into  effect  March  1, 
1966,  according  to  Dr.  Laurance 
N.  Nickey,  chairman  of  the  TMA 
Committee  on  Association  Insur- 
ance Programs.  The  i-aise  in  the 
amount  payable  from  $3,000  to 
$5,000  was  the  second  increase  in 
benefits  with  no  increase  in  prem- 
ium costs. 

Dr.  Nickey  also  said  that  spouse 
coverage  became  available  under 
the  Accidental  Death,  Dismember- 
ment, and  Loss  of  Sight  Program 
on  Feb.  1,  1966.  A physician’s 
spouse  may  now  be  insured  for  a 
principal  sum  of  $25,000  to  $50,000 
at  a reasonable  premium  rate. 

These  improvements  are  part  of 
the  Committee’s  efforts  to  offer 
the  broadest  possible  coverage  at 
low  group  rates  to  TMA  members. 


Peace  Corps  Trainees 
Study  Public  Health  at  UT 


Seventy-five  young  people  be- 
gan training  Feb.  1 at  the  Univer- 
sity of  Texas  for  two  Peace  Corps 
projects  in  Afghanistan. 

The  training  programs,  under 
the  supervision  of  the  UT  Inter- 
national Office,  include  areas  of 
education  and  public  health. 

Thirty-five  Peace  Corps  volun- 
teers will  be  trained  to  teach  Eng- 
lish as  a foreign  language  in  Af- 
ghan secondary  schools  and  univer- 
sities, and  five  volunteers  holding 
master’s  degrees  will  work  with 
potential  teachers  in  a new  teacher 
education  program  at  the  Univer- 
sity of  Kabul. 

'The  volunteers  in  the  education 
project  will  spend  six  weeks  on  the 
UT  campus  for  intensive  language 
instruction,  technical  studies,  re- 
view of  American  studies,  world  af- 
fairs, and  Communism  area  studies. 
After  leaving  Austin  they  will 
have  seven  weeks  of  additional 
training  in  Afghanistan. 

Thirty  graduate  nurses  will  be 
trained  at  the  University  for  work 
in  the  area  of  nursing  education. 
In  Afghanistan  they  will  teach 
nursing  skills,  nutrition,  prenatal 
care,  and  outpatient  care.  They 
will  also  work  on  the  instructional 
staffs  of  Afghan  hospitals  and 
public  health  centers. 

Five  laboratory  technicians  also 
training  in  the  public  health  pro- 
ject will  study  laboratory  tech- 
nology in  order  to  conduct  small 
classes  in  medical  technology  and 
laboratory  methods  in  Afghan  hos- 
pitals and  public  health  centers. 

Supervising  the  nursing  educa- 
tion program  will  be  Dr.  Marilyn 
Willman,  associate  dean  of  the 
UT  School  of  Nursing.  Dr.  James 
Boynton  of  the  Student  Health 
Center  will  be  medical  consultant 
for  the  public  health  program. 


FDA  Trains  Drug  Investigators 


The  Food  and  Drug  Administra- 
tion is  training  some  150  special 
investigators  to  run  down  viola- 
tions of  the  new  law  tightening 
controls  on  illicit  traffic  in  amphet- 
amines, barbiturates,  and  other 
habit-forming  drugs,  reports  The 
AMA  News. 

The  new  Bureau  of  Drug  Abuse 
will  operate  out  of  Washington, 
New  York,  Chicago,  Los  Angeles, 
Atlanta,  and  Kansas  City. 


90 


Texas  State  Journal  of  Medicine 


An  old  name 
on  a new  store 


Cullum  & Boren  — outfitting  Texas  sportsmen  for  64  years  — has  a new 
downtown  store.  It’s  a store  in  a garden. . .unlike  anything  you've  ever  seen 
before. 

Inside,  you’ll  find  the  same  high  quality  and  completeness  in  sporting  lines 
which  has  made  the  name  Cullum  & Boren  popular  in  Texas  since  1902. 

In  the  new  store,  and  at  Cullum  & Boren’s  beautiful  suburban  location  in 
NorthPark  Center,  you’ll  be  served  by  salesmen  who  know  their  merchandise. 
Sportsmen  themselves  who  can  expertly  outfit  you  with  what  you  need  to  bag 
a grizzly  or  a cottontail . . a marlin  or  a crappie. 


The  next  time  you’re  in  Dallas,  come  by  and  see  Cullum  & Boren’s  new  sport 
center  at  1609  Bryan,  just  west  of  Ervay,  downtown,  or  visit  us  in  NorthPark. 


Cullum 
Boren  ^ 
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Medicine  and  The  Law 


Drug  Control  Amendments 
Require  Record-Keeping 


The  Drug  Abuse  Control  Amend- 
ments of  1965,  which  became  law  on 
Feb.  1,  will  require  physicians  who 
dispense  drugs  to  maintain  records 
not  required  in  the  past.  Regula- 
tions concerning  the  amendments 
have  not  been  issued;  however,  a 
reading  of  the  law  itself  and  state- 
ments from  the  Food  and  Drug 
Administration  have  made  it  pos- 
sible for  physicians  to  know  what 
will  be  required  and  how  to  meet 
those  requirements. 

Widely  publicized,  the  Act  au- 
thorizes the  federal  government  to 
extend  control  over  amphetamines 
and  barbiturate  drugs  in  an  effort 
to  curb  the  illicit  traffic  of  these 
drugs.  This  was  not  possible 
through  state  law  alone.  The  law 
establishes  special  controls  over  the 
manufacturing  and  distribution  of 
depressant  and  stimulant  drugs, 
and  requires  keeping  more  com- 
plete records  of  the  manufacture, 
sale,  delivery,  and  receipt  of  such 
drugs. 

The  law  requires  that  records  be 
maintained  and  kept  intact  for 
three  years,  and  that  they  be  avail- 
able for  inspection  by  FDA 
authorities.  The  records  do  not 
have  to  be  filed  with  any  govern- 
ment office,  nor  does  the  doctor 
need  to  make  a report  to  anyone. 

In  addition  to  the  law’s  applica- 
tion to  amphetamines  and  bar- 
biturates, the  Food  and  Drug  Ad- 
ministration announced  that  17  ad- 
ditional drugs  were  being  proposed 
to  come  under  the  new  law.  This 
new  drug  list  includes  most  stand- 
ard tranquilizers,  some  stimulants, 
and  hallucinogens.  However,  the 
doctor  is  not  immediately  affected 
by  the  listing  of  the  17  additional 
drugs.  Regulations  allow  30  days 
for  public  comment  after  the  an- 
nouncement of  the  proposed  in- 
clusion, and  in  all  probability,  op- 
position will  be  registered  for  some 
of  the  drugs.  Regardless  of  whether 
or  not  additional  drugs  will  be  in- 
cluded under  the  Act,  the  mechan- 
ics of  the  record-keeping  and  the 
requirement  for  the  type  of  rec- 
ords maintained  will  be  identical 
to  those  established  on  Feb.  1. 

The  new  Act  will  require  little 


from  physicians  who  issue  pre- 
scriptions to  be  filled  at  pharma- 
cies. The  prescription  must  bear 
the  name  and  address  of  the  pa- 
tient, and  may  not  be  refilled  more 
than  five  times.  Also,  the  prescrip- 
tion may  not  be  refilled  more  than 
six  months  after  the  date  of  issue. 
After  six  months  or  five  refills, 
a new  prescription  must  be  issued. 
The  rules  regarding  the  filling  or 
refilling  of  the  prescription  also 
apply  to  those  prescriptions  issued 
prior  to  Feb.  1,  1966.  In  effect 
the  new  amendments  will  cause 
little  change  in  the  usual  operating 
procedures  of  most  physicians. 

Physicians  who  regularly  engage 
in  dispensing  drugs  and  who 
charge  for  them — either  separately 
or  as  a part  of  the  fee — are  sub- 
ject to  the  new  record-keeping  re- 
quirement. However,  physicians 
who  give  drug  samples  in  order  to 
check  patient  reaction  do  not  fall 
within  the  purview  of  required 
record-keeping.  Doctors  who  are 
required  to  keep  records  must  do 
the  following: 

1.  Prepare  an  initial  inventory 
of  all  the  drugs  on  hand. 

2.  Keep  records  of  all  future 
receipts  of  such  drugs. 

3.  Record  the  name  and  address 
of  each  patient  receiving  drugs 
with  notations  indicating  the  date 
and  the  amount  dispensed. 

These  records  might  be  kept  on 
the  back  of  the  drug  invoice  re- 
ceived by  the  physician  when  the 
drug  is  delivered  or  entries  might 
be  recorded  in  a diary.  Such  rec- 
ords are  not  to  be  filed  with  any 
governmental  office  and  need  not 
be  in  any  particular  form,  just  as 
long  as  the  information  is  recorded 
and  available  for  three  years. 

Pharmacies  or  drug  rooms 
operating  in  hospitals  must  keep 
the  same  records  as  physicians  who 
dispense  and  charge  for  drugs. 
There  must  be  a complete  initial 
inventory  and  supplemental  rec- 
ords indicating  the  present  supply 
of  amphetamines  and  barbiturate 
drugs;  also,  records  must  show  the 
date,  quantity,  and  name  and  ad- 
dress of  the  person  who  received 
the  stimulant  or  depressant  drug. 


The  Food  and  Drug  Administra- 
tion requires  hospital  operated 
pharmacies  or  drug  rooms  to  regis- 
ter under  an  older  law  if,  in  the 
regular  course  of  business,  they 
furnish  depressant  or  stimulant 
drugs  to  other  pharmacies  or  phy- 
sicians who  then  dispense  the 
drugs  to  patients.  Registration  is 
not  required  if  a pharmacy  fur- 
nishes drugs  to  physicians  in  an 
emergency.  Registration  may  be 
accomplished  by  notifying  the  Dis- 
trict Office  of  the  Food  and  Drug 
Administration  in  Dallas  at  which 
time  proper  forms  and  information 
will  be  sent  to  the  applicant. 

While  these  amendments  will 
cause  some  additional  bookkeeping 
and  paper  work,  the  requirement 
for  records  is  merely  good  office 
practice.  Without  question,  the 
medical  profession  can  be  counted 
on  to  assist  in  the  control  of  am- 
phetamine and  barbiturate  drugs. 

Philip  R.  Overton,  LL.B., 
Sam  V.  Stone,  Jr.,  LL.B.,  Austin. 


Third  MEDLARS 
Center  Selected 


The  University  of  Alabama  Med- 
ical Center  has  been  designated  as 
the  third  regional  center  for  the 
MEDLARS  (Medical  Literature 
Analysis  and  Retrieval  System) 
program  of  the  National  Library 
of  Medicine,  announced  Dr.  Joseph 
Volker,  vice  president  for  Health 
Affairs. 

The  Public  Health  Service  pro- 
vides initial  financial  support  for 
the  Medical  Center  to  serve  as  a 
reservoir  for  information  in  the 
health  fields.  Sources  of  scientific 
material  will  be  stored  on  mag- 
netic tapes  and  will  be  available  to 
“all  qualified  persons’’  in  the 
Southern  region — Alabama,  Ar- 
kansas, Florida,  Georgia,  Louisi- 
ana, Mississippi,  Oklahoma,  South 
Carolina,  Tennessee,  Texas,  Puerto 
Rico,  and  to  organizations  outside 
the  region  when  referred  by  the 
National  Library  of  Medicine. 


92 


Texas  State  Journal  of  Medicine 


Personals 


Dr.  Jeff  Ashcraft,  Jr.,  Harlingen, 
has  been  elected  Illustrious  Poten- 
tate of  Alzafar  Temple.  Dr.  Ash- 
craft was  elected  to  the  Divan  of 
Alzafar  Temple  in  1962. 

Dr.  J.  C.  Terrell,  Jr.,  was  elected 
to  the  board  of  directors  of  the 
Stephenville  State  Bank  at  the 
annual  stockholders  meeting  in 
January. 

Dr.  Ellis  F.  Gates,  who  practiced 
medicine  in  Eag'le  Pass  for  50 
years,  was  honored  on  his  80th 
birthday,  proclaimed  “Dr.  Gates 
Day”  by  the  mayor. 

Dr.  W.  P.  Ball,  95,  was  named 
Citizen  of  the  Year  by  the  Cle- 
burne Chamber  of  Commerce  in 
February. 

Dr.  William  P.  Blocker  Jr.,  Dal- 
las, has  been  selected  as  Chief  of 
Policy  and  Program  Development 
for  the  Physical  Medicine  and  Re- 
habilitation Service  at  Veterans 
Administration  Central  Office, 
Washington,  D.  C. 

Dr.  R.  Lee  Clark,  director  and 
surgeon-in-chief  of  the  University 
of  Texas  M.  D.  Anderson  Hospital 
and  Tumor  Institute  at  Houston, 
has  announced  the  appointment  of 
Dr.  Walter  J.  Burdette  as  associate 
director  (research),  surgeon  (tho- 
racic surgery),  and  professor  of 
surgery  of  the  Hospital’s  Depart- 
ment of  Surgery. 

Drs.  William  H.  Neil  of  Fort 
Worth  and  Jack  Reynolds  of  Dallas 
were  among  the  55  radiologists  to 
become  fellows  of  the  American 
College  of  Radiology  in  February. 

Dr.  J.  E.  Miller  of  Dallas,  was 
installed  as  chairman  of  the  Board 
of  Chancellors  of  the  American 
College  of  Radiology  at  the  Col- 
lege’s annual  meeting  in  Chicago 
in  February. 

Dr.  Michael  E.  DeBakey,  Hous- 
ton, will  participate  in  a three-day 
symposium  on  vascular  diseases  to 
be  held  March  28-30  by  the  Albert 
Einstein  Medical  Center  in  Phila- 
delphia. 

Dr.  David  Wade,  Austin,  was  re- 
cently selected  by  Gov.  John  Con- 
nally  to  serve  as  a member  of  the 
advisory  committee  for  the  first 
Texas  Governor’s  Conference  on 
Libraries  in  March. 

Two  doctors  left  in  February 
for  Vietnam  as  members  of  Project 
Viet-Nam.  They  were  Dr.  Jerry  W. 
Baines,  Galveston  and  Dr.  Edward 
B.  Singleton,  Houston. 


New  Books 

In  TMA  Library 

Becker,  Bernard,  and  Shaffer, 
Robert  N.:  Diagnosis  and  T/ier- 
apy  of  the  Glaucomas,  2nd  ed., 
St.  Louis,  C.  V.  Mosby  Co., 
1965. 

Bendixen,  H.  H.,  et  ah:  Respira- 
tory Care,  St.  Louis,  C.  V.  Mos- 
by Co.,  1965. 

Brodeur,  A.  E.:  Radiologic  Diag- 
nosis in  Infants  and  Children, 
St.  Louis,  C.  V.  Mosby  Co., 

1965. 

Cibis,  P.  A.;  Vitreoretinal  Path- 
ology and  Surgery  in  Retinal 
Detachment,  St.  Louis,  C.  V. 
Mosby  Co.,  1965. 

Delacato,  C.  H.:  The  Treatment 
and  Prevention  of  Reading 
Problems,  Springfield,  111., 
Charles  C Thomas,  1959. 

Dixon,  A.  St.  John:  Progress  in 
Clinical  Rheumatology,  Boston, 
Little,  Brown  and  Co.,  1965. 

DuVries,  Henri  L.:  Surgery  of  the 
Foot,  2nd  ed.,  St.  Louis,  C.  V. 
Mosby  Co.,  1965. 

Goldberger,  E.:  A Primer  of 
Water,  Electrolyte,  and  Acid- 
Base  Syndromes,  3rd  ed.,  Phila- 
delphia, Lea  & Febiger,  1965. 

Ingelfinger,  F.  J.,  et.  al. : Contro- 
versy in  Internal  M ediciyie, 
Philadelphia,  W.  B.  Saunders 
Co.,  1965. 

Karlin,  1.  W.,  et  al.:  Development 
and  Disorders  of  Speech  in 
Childhood,  Springfield,  111., 
Charles  C Thomas,  1965. 

Leavell,  B.  S.,  and  Thorup,  0.  A., 
Jr.:  Fundamentals  of  Clinical 
Hematology,  2nd  ed.,  Philadel- 
phia, W.  B.  Saunders  Co.,  1966. 

Leibel,  B.  S.,  ed.:  On  the  Na- 
ture ayid  Treatmeyit  of  Diabetes, 
International  Congress  Series, 
No.  84,  New  York,  Excerpta 
Medica  Foundation,  1965. 

Luisada,  Aldo  A.:  From  Ausculta- 
tion to  Phonocardiography,  St. 
Louis,  C.  V.  Mosby  Co.,  1965. 

Magraw,  R.  M.:  Ferment  in  Medi- 
cine, Philadelphia,  W.  B.  Saund- 
ers Co.,  1966. 

Marcuse,  P. : Diagnostic  Pathology 
in  Gynecology  and  Obstetrics, 
1st  ed..  New  York,  Hoeber, 

1966. 

National  Conference  on  Cardiovas- 
cular Diseases:  The  Heart  and 
Circulation,  2 vols. ; Vol.  1,  Re- 
search, Vol.  2,  Community  Serv- 
ice and  Education,  Washington, 
D.C.,  Federation  of  American 
Societies  for  Experimental  Bi- 
ology, 1965. 


National  Foundation:  Birth  De- 
fects— Symposium  on  the  Pla- 
centa, New  York,  National 
Foundation,  1965. 

New  Orleans  Academy  of  Ophthal- 
mology: Symposium  on  Cata- 
racts, St.  Louis,  C.  V.  Mosby 
Co.,  1965. 

Olender,  J.  H. : The  Legal  Rights 
of  Persons  with  Epilepsy, 
Washington,  D.C.,  Epilepsy 
Foundation,  1965. 

Reagan,  J.  W.:  The  Cells  of  Uter- 
ine Adenocarcinoma,  Baltimore, 
Williams  and  Wilkins  Co.,  1965. 

Ross,  W.  S.:  The  Climate  Is  Hope: 
How  They  Triumphed  Over 
Cancer,  Englewood  Cliff,  New 
Jersey,  Prentice-Hall,  Inc.,  1965. 

Willi  ams,  P.  C.,  The  Lumbosac- 
ral Spine,  New  York,  McGraw- 
Hill,  1965. 


Book  Notes 

Give  and  Take,  The  Development  of 

Tissue  Transplantation.  Francis 

D.  Moore.  182  pp.  Philadelphia, 

W.  B.  Saunders  Co.,  1964.  $5.50. 

T HE  AUTHOR,  well-known  for 
his  investigative  work,  mono- 
graphs, and  texts  on  various  as- 
pects of  surgical  physiology,  has 
organized  the  development  of  or- 
gan transplantation  in  the  20th 
century  into  this  182-page  book. 

It  contains  interesting  and  en- 
tertaining anecdotes  of  the  several 
disciplines  contributing  to  know- 
ledge in  the  field  of  tissue  trans- 
plantation. An  example  is  the  back- 
ground and  subsequent  experi- 
ments with  the  natural  occurrence 
and  compatible  existence  of  two 
blood-cell  types  in  twin  cattle.  This 
work  was  supported  by  the  Ameri- 
can Guernsey  Cattle  Club,  and  this 
blood  cell  chimerism  has  been  sub- 
sequently demonstrated  in  a few 
human  twins. 

A great  deal  of  the  book  deals 
with  organ  transplantation  and  is 
written  in  terms  comprehended  by 
most  medically  educated  persons. 
To  an  individual  not  working  in  a 
scientific  field,  it  will  serve  as  a 
satisfying  source  of  “organ  trans- 
plantation” information;  to  the 
average  physician,  it  should  pro- 
vide an  excellent  introduction  into 
the  laboratory  investigation  and 
clinical  science  of  tissue  trans- 
plantation; to  the  scientist-physi- 
cian working  in  this  field,  it  will 
provide  an  organized  presentation 
of  the  event  and  the  men  (many 
contemporary)  who  have  intro- 
duced this  exciting  new  field  of 
medicine. 

— G.  W.  IWEN.  M.D..  El  Paso 
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Symposium  on  the  Lens.  John  E. 

Harris,  Chairman.  381  pp.  St. 

Louis,  C.  V.  Mosby  Co.,  1965. 

$18.50. 

This  symposium  by  distin- 
guished doctors  of  medicine  and 
doctors  of  philosophy  is  an  ex- 
cellent basic  science  book  on  the 
lens.  Previously  published  in  Au- 
gust, 1965,  in  Investigative  Oph- 
thahnology , the  symposium  will  be 
familiar  to  some  ophthalmologists. 
It  stresses  current  information  on 
biochemistry,  physiology,  and  im- 
munology of  the  normal  lens.  It 
will  be  of  great  value  to  research- 
ers but  of  little  interest  to  clinical 
ophthalmologists. 

— Robert  Rock,  M.D.,  Austin 


From  Ausculation  to  Phonocardio- 
graphy. Aldo  A.  Luisada,  351  pp. 

St.  Louis,  C.  V.  Mosby  Co.,  1965. 

T HIS  AUTHORITATIVE  work 
comprises  a thorough  review  of 
clinical  auscultation  and  phonocar- 
diography, and  points  out  how  the 
two  supplement  each  other.  In  ad- 
dition to  reviewing  historical  facts 
and  the  work  of  others  in  the  field, 
the  book  includes  original  work  in 
phonocardiography  by  the  author. 

This  volume  is  recommended  to 
students  of  auscultation  and  phono- 
cardiography and  is  also  well 
suited  as  a reference  volume  for 
those  already  accomplished  in  these 
arts. 

— Thomas  Runge,  M.D.,  Houston 


New  Films 
In  TMA  Library 


Cushing’s  Syndrome  in  Children. 

Sound,  color,  23  minutes,  1964. 

Presented  is  the  case  of  an 

11-year-old  boy  with  the  classic 
symptoms  of  Cushing’s  Syndrome, 
such  as  stature,  obesity,  and  hyper- 
trichosis. Findings  from  laboratory 
tests  are  described  and  tbe  treat- 
ment of  adrenal  hyperplasia  is 
shown,  with  pros  and  cons  of  hypo- 
physectomy,  subtotal  adrenalecto- 
my, and  total  adrenalectomy.  The 
author  indicates  that  bilateral  total 
adrenalectomy  is  preferred  and  the 
operative  procedure  is  shown. 


DR.  L.  M.  SOUTHWICK 

A director  of  the  American  Aca- 
demy of  General  Practice,  Dr. 
Lloyd  M.  Southwick,  59,  died  at 
his  home  in  Edinburg,  Tex.,  Jan. 
5,  1966,  of  cardiac  arrhythmia.  He 
had  practiced  there  for  33  years. 

He  was  a charter  member  of 
the  American  Academy  of  General 
Practice  and  was  named  a director 
in  1964.  He  had  served  as  vice 
president  of  the  Texas  Academy 
of  General  Practice  and  president 
of  the  Valley  Chapter  of  the  Texas 
Academy  of  General  Practice.  He 
was  a past  president  and  secretary 
of  Hidalgo-Starr  Counties  Medical 
Society,  and  a member  of  the 
Texas  Medical  Association  and 
American  Medical  Association.  Dr. 
Southwick  also  belonged  to  the 
Southwestern  Surgical  Congress, 
Texas  Rheumatism  Association, 
American  Society  of  Abdominal 


DR.  SOUTHWICK 


Surgeons,  and  the  Industrial  Med- 
ical Association. 

A member  of  the  board  of  di- 
rectors of  the  Rio  Grande  Council 
of  the  Boy  Scouts  of  America  for 
30  years.  Dr.  Southwick  had  held 
the  highest  award  for  an  adult 
scout — the  Silver  Beaver.  He  was 
president-elect  of  the  Edinburg 
Rotary  Club.  Also,  he  was  a past 
president  of  the  Edinburg  Cham- 
ber of  Commerce,  and  a director 
of  both  the  Edinburg  and  Valley 
Chambers  of  Commerce.  He  had 
been  a member  of  the  Board  of 
Regents  of  Pan  American  College 
in  Edinburg,  In  recognition  of  his 
work,  Southwick  Hall,  the  first 
men’s  dormitory  there,  was  named 
after  him. 

Active  in  aviation.  Dr.  South- 
wick was  a director  of  the  Plying 
Physicians  Association,  vice  presi- 
dent of  the  Texas  Chapter,  Flying 
Physicians  Association,  a charter 
member  of  the  Confederate  Air 
Force,  and  a member  of  the  Texas 
Aeronautics  Commission. 

Dr.  Southwick  belonged  to  the 
First  Methodist  Church  in  Edin- 
burg where  he  served  on  the 
Board  of  Stewards. 

He  was  a director  of  the  South 
Texas  Habilitation  Center  in  Edin- 
burg and  a director  of  the  First 
National  Bank  of  Edinburg. 

A native  of  Moville,  Iowa,  he 
was  born  Jan.  29,  1906,  the  son 
of  Milton  and  Eva  McElrath 
Southwick.  He  attended  schools  in 
Moville,  received  his  bachelor  of 
science  degree  from  the  State  Uni- 
versity of  Iowa  in  1928,  and  his 
medical  degree  from  the  State  Uni- 
versity of  Iowa  College  of  Med- 
icine in  1931.  After  interning  at 
St.  Paul’s  Hospital  in  Dallas,  he 
went  to  Edinburg  to  serve  a resi- 
dency at  Ponton-Brown  Clinic  Hos- 
pital, now  Grandview  Hospital.  He 
had  been  president  of  the  hospital 
staff  at  Grandview. 
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Dr.  Southwick  was  a division 
surgeon  in  the  U.  S.  Army  dur- 
ing World  War  II,  serving  in 
Africa  and  Italy. 

He  married  the  former  Ruth 
Tarpley  in  Edinburg  in  1934.  She 
survives  as  do  three  sons,  Larry 
Southwick,  Salt  Lake  City,  Utah; 
Lloyd  Southwick,  Jr.,  Austin;  and 
Leslie  Southwick,  Edinburg,  and 
one  daughter,  Linda  Southwick  of 
Edinburg. 


DR.  SADLER 


DR.  L.  R.  SADLER 

Dr.  Leslie  R.  Sadler,  69,  died 
Oct.  9,  1965,  in  Waco  of  subdural 
hematoma,  resulting  from  an  acci- 
dent in  September,  1964.  Dr.  Sadler 
was  a physician  and  surgeon  in 
Waco  for  40  years. 

Born  Feb.  3,  1896,  in  Gatesville, 
Tex.,  he  was  the  son  of  Herschel 
P.  and  Frances  Claxton  Sadler.  He 
attended  Gatesville  schools  and  re- 
ceived a bachelor  of  science  de- 
gree from  the  University  of  Texas 
in  1918.  He  received  his  medical 
degree  from  the  University  of 
Texas  Medical  Branch  at  Galveston 
in  1921,  and  served  internship  and 
residency  at  Providence  Hospital 
in  Waco.  He  had  served  as  chief 
of  staff  of  Providence  and  Hill- 
crest  Baptist  Hospitals. 

Dr.  Sadler  was  elected  to  honor- 
ary membership  in  the  Texas  Med- 
ical Association  in  1965,  was  past 
president  of  the  McLennan  County 
Medical  Society,  and  member  of 
the  Southern  Medical  Association 


and  the  American  Medical  Associa- 
tion, and  was  a fellow  of  the  Amer- 
ican College  of  Surgeons. 

He  was  a member  of  St.  Paul’s 
Episcopal  Church  of  Waco. 

He  belonged  to  the  Masonic 
Lodge,  Society  for  the  Preserva- 
tion of  Wildlife,  and  Alpha  Mu  Pi 
Omicron  fraternity.  He  received 
an  award  from  the  Soil  Conserva- 
tion Service  of  Texas  in  1948  for 
Hamilton-Coryell  Soil  Conservation 
District. 

During  World  War  II,  Dr.  Sad- 
ler served  as  surgical  chief  of  a 
750-bed  station  hospital  in  North 
Africa  and  Southern  France.  He 
was  decorated  for  meritorious  serv- 
ice as  an  Army  surgeon  and  re- 
ceived the  Bronze  Star  and  a Unit 
Citation.  He  held  the  rank  of 
lieutenant  colonel. 

His  sports  were  hunting  and 
fishing. 

In  1925,  he  married  Mildred 
Chambers  in  Cameron,  Tex.  She 
survives  as  do  a daughter,  Mrs.  J. 
Henry  Lovelace  of  Waco;  one  sis- 
ter, Mrs.  Jim  Watkins  of  Llano, 
and  two  grandchildren. 


DR.  H.  B.  WOODS 

Dr.  Haddon  B.  Woods,  71,  died 
Nov.  12,  1965,  in  Corpus  Christi 
after  suffering  an  apparent  heart 
attack. 

Born  in  Uvalde,  Tex.,  Oct.  11, 
1894,  he  attended  several  Texas 
public  schools  and  received  his 
medical  degree  from  the  University 
of  Texas  Medical  Branch  at  Gal- 
veston in  1925. 

A private  in  World  War  I,  he 
was  a lieutenant  colonel  in  the 
Army  Medical  Corps  in  World 
War  II,  serving  much  of  the  five 
years  in  Alaska.  Dr.  Woods  worked 
as  a pharmacist  in  several  West 
Texas  towns  before  entering  med- 
ical school. 

He  had  practiced  in  San  An- 
tonio, Refugio,  and  took  up  prac- 
tice in  Corpus  Christi  in  1946.  He 
served  as  director  of  the  Tumor 
Clinic  and  was  a member  of  the 
American  Academy  of  General 
Practice,  and  was  a past  presi- 
dent of  the  San  Patricio-Aransas- 
Refugio  Counties  Medical  Society, 
and  had  been  a member  of  the 
Nueces  and  Bexar  County  Medical 
Societies,  the  American  Medical 
Association,  the  Texas  Medical 
Association,  and  the  Masonic  Lodge 
in  Austin.  He  was  a 32nd  degree 
Mason. 


Dr.  Woods  had  given  up  flying 
several  years  ago  when  fishing 
and  photography  became  his  hob- 
bies. 

Dr.  Woods  married  the  former 
Lucile  Groce  in  San  Antonio  in 
1929.  She  survives  as  do  a brother, 
W.  A.  Woods  of  Morton,  Tex.;  two 
sisters,  Mrs.  Lita  Hovey  of  Mor- 
ton, and  Mrs.  Annie  Lacey  of 
Blanket,  Tex.,  and  several  nieces 
and  nephews. 


DR.  FREEMAN,  JR. 


DR.  G.  E.  FREEMAN,  JR. 

Dr.  George  Elbert  Freeman,  Jr., 
36,  died  Oct.  14,  1965,  in  Houston. 
Cause  of  death  was  acute  hemor- 
rhagic gastritis  and  pancreatitis. 
He  had  been  an  invalid  since  he 
was  injured  in  an  automobile 
wreck  in  1964. 

Born  April  11,  1929,  in  Murray, 
Ky.,  he  was  the  son  of  George  E. 
and  Olga  Kelly  Freeman.  He  at- 
tended schools  in  Hazel,  Ky.,  and 
received  his  medical  degree  from 
the  University  of  Tennessee  Col- 
lege of  Medicine  in  1954. 

Dr.  Freeman  interned  at  Henry 
Ford  Hospital  in  Detroit,  Mich., 
and  served  a residency  at  Vander- 
bilt University  Hospital  in  Nash- 
ville, Tenn.  He  began  practice  in 
Houston  in  1961,  and  had  a teach- 
ing appointment  at  Hermann  Hos- 
pital. 

He  was  a member  of  the  Texas 
Medical  Association.  American 
Medical  Association.  Harris  County 
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Medical  Society,  and  the  American 
College  of  Surgeons. 

He  had  served  as  a captain  in 
the  U.  S.  Army  from  1955  to  1958. 
His  hobbies  were  flying,  skin  div- 
ing, and  clock  repairing. 

He  is  survived  by  his  wife,  Mrs. 
Carol  Ann  Pennell  Freeman;  and 
son,  George  E.  Freeman,  III,  both 
of  Houston;  a son,  Kelly;  and  a 
daughter,  Lisa  Freeman,  both  of 
Nashville;  his  father,  G.  E.  Free- 
man, Sr.,  Nashville;  his  mother, 
Olga  K.  Freeman  of  Hazel,  Ky. ; 
and  a brother,  James  I.  Freeman, 
Dallas. 


DR.  ELLIS 


DR.  S.  ELLIS 

Dr.  Sam  Ellis,  67,  died  Dec.  17, 
1965,  in  San  Antonio  after  three 
years’  illness.  Cause  of  death  was 
cerebral  arteriosclerosis. 

Born  Sept.  27,  1898,  in  Lithuan- 
ia, a Baltic  province  of  Russia,  he 
was  the  son  of  Isadore  and  Sarah 
Shapiro  Ellis. 

He  was  graduated  in  1926  from 
Baylor  University  School  of  Phar- 
macy, and  received  his  medical  de- 
gree from  the  University  of  Ar- 
kansas School  of  Medicine  in  1934. 
He  interned  at  Hillcrest  Baptist 
Hospital  in  Waco,  and  took  a 
second-year  internship  at  Santa 
Rosa  Medical  Center  in  San  An- 
tonio. Dr.  Ellis  was  the  medical 
director  at  Robert  B.  Green  Me- 
morial Hospital  in  San  Antonio, 


and  practiced  medicine  in  San 
Antonio  for  25  years. 

He  was  a member  of  the  Bexar 
County  Medical  Society,  Texas 
Medical  Association,  American 
Medical  Association,  and  was  a 
charter  member  of  the  American 
Academy  of  General  Practice.  He 
also  belonged  to  the  Temple  Beth 
El,  Alzafar  Shrine,  and  Anchor 
Lodge. 

In  1949  he  married  Miss  Mildred 
Mutner.  She  survives  as  do  two 
daughters,  Karen  and  Isabel  Ellis, 
all  of  San  Antonio;  and  three  bro- 
thers, Joe  Ellis,  Abe  Ellis,  and 
Bill  Ellis,  all  of  Waco. 


DR.  S.  B.  LYONS 

Dr.  Samuel  Benson  Lyons,  70, 
died  Sept.  4,  1965,  in  Beaumont, 
where  he  had  practiced  medicine 
for  40  years. 

Born  in  Sulphur,  La.,  Nov.  20, 
1894,  he  was  the  son  of  Dr.  Samuel 
M.  and  Dellie  Broussard  Lyons.  He 
was  graduated  from  Southwestern 
Louisiana  Institute  in  Lafayette, 
La.,  now  the  University  of  South- 
western Louisiana,  and  received 
his  medical  degree  from  Tulane 
University  School  of  Medicine  in 
1917. 

His  internship  was  served  at  the 
Allegheny  General  Hospital,  Pitts- 
burgh, Pa.,  and  his  residency  at 
the  Eye,  Ear,  Nose,  and  Throat 
Hospital,  New  Orleans.  He  had  also 
done  postgraduate  work  at  Tulane 
University.  He  had  served  in  the 
U.  S.  Army  Medical  Corps  from 
1917  to  1919. 

He  retired  in  1961  due  to  ill 
health. 

In  1917,  he  married  Lucille  West 
of  Sulphur,  La. 

He  was  a member  of  the  Jeffer- 
son County  Medical  Society,  Texas 
Medical  Association,  American 
Medical  Association,  Texas  Society 
of  Ophthalmology  and  Otolaryn- 
gology, American  Legion,  Toler- 
ance Lodge  No.  1165,  American 
Hemerocallis  Society,  The  Coastal 
Club,  Inc.,  Town  Club,  Men’s  Gar- 
den Club,  Beaumont  Chamber  of 
Commerce,  Beaumont  Country 
Club,  and  St.  Mark’s  Episcopal 
Church.  He  was  also  on  the  med- 
ical staff  of  Baptist  Hospital  of 
Southeast  Texas,  Beaumont  Mu- 
nicipal Hospital,  Hotel  Dieu  Hos- 
pital, and  St.  Therese  Hospital. 
His  hobbies  were  deep-sea  fishing 
and  growing  flowers. 


Survivors  include  his  wife;  two 
sisters,  Shirley  C.  Lyons,  New  Or- 
leans; and  Mrs.  Velma  Clarke, 
Houston;  and  a brother,  Dr.  Kyle 
Lyons,  Sulphur,  La. 


DR.  R.  S.  LANDER 

Dr.  Roy  S.  Lander,  57,  died  at 
the  home  of  friends  on  a ranch 
near  Yorktown,  Tex.,  on  Aug.  29, 
1965.  Apparent  cause  of  death  was 
a heart  attack. 

Born  June  25,  1908,  in  Mobile, 
Ala.,  he  was  the  son  of  Dr.  Jesse 
H.  and  Carrie  Andrews  Lander. 
He  was  graduated  from  high 
school  in  Mobile,  Ala.,  attended  the 
University  of  Texas  at  Austin,  and 
received  his  medical  degree  from 
the  University  of  Texas  Medical 
Branch  in  Galveston  in  1933.  He 
served  internship  at  Henry  Ford 
Hospital  in  Detroit,  Mich.,  and 
joined  his  father’s  practice  in 
Victoria  in  1935. 

Dr.  Lander  later  became  associa- 
ted with  Dr.  Webb  DeTar.  Follow- 
ing Dr.  DeTar’s  death.  Dr.  Lander 
became  administrator  of  DeTar 
Hospital  and  served  in  this  capac- 
ity until  1961.  He  was  head  of 
the  hospital’s  executive  committee 
until  his  death. 

He  had  served  as  a major  in  the 
U.  S.  Army  for  three  and  one-half 
years,  1942  to  1946,  and  had  re- 
ceived a commendation  ribbon 
from  the  U.  S.  Army. 

He  had  served  as  a member  of 
the  Board  of  Trustees  of  the  Vic- 
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toria  schools  and  was  the  first 
president  of  the  Victoria  Junior 
Chamber  of  Commerce.  He  had 
also  been  county  health  officer. 

Dr.  Landers  was  a member  of 
the  Victoria-Calhoun-Goliad  Coun- 
ties Medical  Society,  the  Texas 
Medical  Association,  American 
Medical  Association,  American 
Academy  of  General  Practice,  and 
the  First  Presbyterian  Church  of 
Victoria.  His  hobbies  were  fishing 
and  hunting. 

Survivors  include  his  wife,  Mrs. 
Erin  Lander  of  Victoria;  two 
daughters,  Mrs.  William  R.  Ed- 
wards of  Corpus  Christi;  and  Mrs. 
W.  F.  Roux  of  Houston;  a half 
brother,  Floyd  Harper  Lander  of 
La  Jolla,  Calif.;  and  six  grand- 
children. 


DR.  E.  P.  STEWART 

Dr.  Evans  Paul  Stewart,  64,  a 
Swisher  County  physician  for  more 
than  31  years,  died  of  a heart  at- 
tack Oct.  31,  1965,  at  his  home 
in  Tulia,  Tex. 

Born  in  Canyon,  Tex.,  on  July 
18,  1901,  to  Dr.  and  Mrs.  Daniel 
McIntyre  Stewart,  he  attended 
Canyon  schools  and  received  a 
bachelor  of  science  degree  from 
what  is  now  West  Texas  State 
University  in  1924. 

In  1928,  Dr.  Stewart  received  his 
medical  degree  from  Baylor  Uni- 
versity College  of  Medicine,  then 


DR.  STEWART 


located  in  Dallas.  He  interned  at 
Methodist  Hospital  of  Dallas  from 
1928  to  1929,  and  began  his  first 
practice  at  Broken  Bow,  Okla.,  in 
1929.  He  later  took  special  courses 
at  Mayo  Clinic  in  Rochester,  Minn. 

From  1930  to  1934,  he  prac- 
ticed in  Stratford,  Tex.,  then  mov- 
ed to  Tulia. 

Dr.  Stewart  had  been  physician 
for  the  Santa  Fe  Railroad  for  31 
years  and  was  a life  member  of 
the  Swisher  County  Historical 
Society  and  the  Rifle  Association 
of  America. 

He  was  past  president  and  sec- 
retary of  the  Kiwanis  Club.  Holder 
of  a 35-year  pin  as  a Master  Ma- 
son, Dr.  Stewart  was  a member 
of  Khiva  Shrine  of  Amarillo.  He 
also  belonged  to  the  Royal  Arch 
and  Council,  the  Commandery  at 
Plainview,  the  Panhandle  Plains 
Historical  Society  in  Canyon,  Tex., 
and  the  Pioneer  Gun  Collectors 
Association  of  Amarillo. 

He  was  a member  of  the  Deaf 
Smith-Parmer-Castro-Oldham- 
Swisher  Counties  Medical  Society, 
Texas  Medical  Association,  Amer- 
ican Medical  Association,  Ameri- 
can Academy  of  General  Practice, 
and  Phi  Chi  medical  fraternity. 

Dr.  Stewart  had  served  as  a 
member  of  the  Board  of  Stewards 
of  the  First  Methodist  Church  of 
Tulia  for  many  years. 

Survivors  include  his  wife, 
Neatha  Burke  Turner,  whom  he 
married  Aug.  16,  1957;  two  sons. 
Dr.  Everett  Paul  Stewart  and 
Dan  M.  Stewart,  both  of  Wheeler; 
stepson,  Shelby  Burgin  of  Ama- 
rillo; four  sisters,  Mrs.  Marion 
Bishir  of  Seattle,  Wash.;  Mrs. 
Horace  Lindley  of  Lutz,  Fla.;  Mrs. 
A.  D.  Cummings  of  Taft,  Calif.; 
and  Mrs.  Dannie  Mac  Hilliard  of 
Ouray,  Colo.;  and  six  grandchil- 
dren. 


DR.  W.  W.  LUNN 


Odessa  physician.  Dr.  William 
Wayne  Lunn,  died  Nov.  22,  1965, 
after  having  suffered  an  apparent 
heart  attack. 

Dr.  Lunn,  44,  was  born  Nov. 
18,  1921,  at  Olney,  Tex.  He  re- 
ceived his  bachelor  of  arts  degree 
from  the  University  of  Texas  in 
1942,  and  his  medical  degree  in 
1945  from  the  University  of  Texas 
Medical  Branch  at  Galveston.  He 
interned  at  Brackenridge  Hospital 
in  Austin  and  took  residency  in 


general  and  orthopedic  surgery  at 
William  Beaumont  General  Hos- 
pital at  Fort  Bliss  in  El  Paso.  He 
was  recalled  to  service  during  the 
Korean  War.  Dr.  and  Mrs.  Lunn 
moved  to  Odessa  in  1948,  when  he 
became  associated  with  Headlee 
Hospital. 

He  was  a charter  member  of 
Odessa’s  Medical  Center  Hospital 
and  served  as  chief  of  staff  in 
1956.  He  was  a member  of  Phi 
Beta  Pi  medical  fraternity,  An- 
drews-Ector-Midland  Counties 
Medical  Society,  Texas  Medical 
Association,  and  the  First  Presby- 
terian Church  of  Odessa. 

He  married  Katie  Lee  Steven- 
son in  1944.  She  survives  as  do 
a son,  William  Wayne  Lunn,  Jr., 
and  a daughter,  Mary  Lee  Lunn, 
all  of  Odessa;  his  mother,  Mrs. 
W.  N.  Lunn  of  Olney;  three  broth- 
ers, Richard  E.  Lunn  of  Odessa, 
Bernard  Lunn  of  Fort  Worth;  and 
Raymond  Lunn  of  Olney;  and  one 
sister,  Ruthell  Lunn  of  Fort 
Worth. 


DR.  J.  L.  DARGAN 

Dr.  Joseph  Lee  Dargan,  62,  died 
Nov.  14,  1965,  in  Houston.  A na- 
tive of  Buffalo,  N.  Y.,  Dr.  Dar- 
gan had  been  a Houston  physician 
for  22  years. 

Born  in  Buffalo  on  May  3,  1903, 
he  was  the  son  of  James  Joseph 
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and  Margaret  Cecelia  Herlihy  Dar- 
gan.  He  attended  schools  in  Buf- 
falo, was  graduated  from  Canisius 
College  in  Buffalo  in  1925,  and  re- 
ceived his  medical  degree  from  the 
State  University  of  New  York  at 
Buffalo,  School  of  Medicine  in  1929. 
He  served  internship  at  Buffalo 
General  Hospital  and  practiced 
medicine  in  Canaseraga,  N.  Y., 
from  1930  to  1932,  and  in  Akron, 
N.  Y.,  from  1933  to  1942.  He 
moved  to  Houston  in  1942. 

Dr.  Dargan  was  a member  of 
the  Harris  County  Medical  Society, 
the  Texas  Medical  Association,  the 
American  Medical  Association, 
American  Academy  of  General 
Pi’actice,  Southern  Medical  Asso- 
ciation, Catholic  Physicians’  Guild, 
and  Association  of  American  Phy- 
sicians and  Surgeons.  He  belonged 
to  Knights  of  Columbus  and  Phi 
Rho  Sigma  medical  fraternity.  He 
was  a member  of  St.  Anne’s  Cath- 
olic Church. 

In  1928,  he  married  Frances 
McEneny  in  Buffalo.  She  survives 
as  do  a son,  Joseph  L.  Dargan, 
Jr.,  Balboa  Heights,  Canal  Zone; 
a daughter,  Mrs.  George  A.  Mac- 
donald, Arlington,  Va.;  an  aunt. 
Miss  Ellen  G.  Herlihy,  Houston, 
and  seven  grandchildren. 


DR.  R.  W.  COZBY 

Dr.  Raymond  Wilson  Cozby,  58, 
died  Sept.  8,  1965,  in  Grand  Saline, 
Tex.,  of  azotemia  following  car- 
diovascular accident. 

Born  in  Colfax,  Tex.,  on  Dec.  8, 
1906,  he  was  the  son  of  Dr.  V. 
Bascom  and  Linnie  Kirkpatrick 
Cozby.  He  attended  schools  in 
Grand  Saline  and  the  University 
of  Texas,  Austin,  and  received  his 
medical  degree  from  Baylor  Uni- 
versity College  of  Medicine  in  1930. 

Dr.  Cozby  served  internship  at 
Central  Dispensary  and  Emer- 
gency Hospital  in  Washington,  D. 
C.,  and  an  externship  at  Dallas 
Medical  and  Surgical  Clinic-Hos- 
pital. He  also  practiced  at  Alex- 
ander Hospital  in  Terrell,  Tex., 
and  Cozby-Germany  Hospital  in 
Grand  Saline.  He  had  been  the 
chief  of  staff  at  Cozby-Germany 
Hospital,  and  had  practiced  in 
Grand  Saline  for  nearly  34  years. 

He  was  a member  of  the  Van 
Zandt  County  Medical  Society, 
Texas  Medical  Association,  Ameri- 
can Medical  Association,  Phi  Chi 
medical  fraternity,  and  the  Ma- 
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sonic  Lodge.  He  was  elected  to 
inactive  membership  in  Texas  Med- 
ical Association  in  1963.  Dr.  Coz- 
by was  a member  of  the  First 
Methodist  Church  of  Grand  Saline 
where  he  served  as  a trustee  and 
on  the  official  board. 

In  1933,  he  married  Margueritte 
Elizabeth  Potts  in  Dallas.  She 
survives  as  do  a son,  Raymond 
Wilson  Cozby,  Jr.,  D.D.S.;  two  sis- 
ters, Mrs.  H.  O.  Kuykendall  of 
Grand  Saline,  and  Mrs.  G.  W. 
Archer  of  Kerrville,  Tex. 


DR.  I.  M.  EPSTEIN 

Dr.  Isadore  M.  Epstein,  66,  of 
El  Paso,  died  in  a local  hospital 
there  on  Jan.  9,  1966. 

He  was  born  Oct.  3,  1899,  in 
Evansville,  Ind.,  and  attended 
Lima  Central  High  School  in  Lima, 
Ohio.  In  1921  he  received  his 
bachelor  of  arts  degree  from  Ohio 
State  University  in  Columbus, 
where  he  was  a member  of  Phi 
Beta  Kappa.  He  attended  Rush 
Medical  College  in  Chicago  and  re- 
ceived his  medical  degree  there 
in  1925.  He  served  a residency  in 
pediatrics  at  Children’s  Memorial 
Hospital  in  Chicago,  and  practiced 
in  Chicago  until  1936  when  he 
moved  to  El  Paso. 

He  was  a fellow  of  the  American 
Academy  of  Pediatrics,  and  a di- 
plomate  of  the  American  Board  of 


Pediatrics.  He  also  belonged  to 
the  El  Paso  County  Medical 
Society,  Texas  Medical  Association, 
and  American  Medical  Association. 
He  was  a member  of  Temple  Mt. 
Sinai  in  El  Paso. 

During  World  War  II,  Dr.  Ep- 
stein served  in  the  U.  S.  Army 
Medical  Corps  as  a lieutenant 
colonel. 

Survivors  include  his  wife,  the 
former  Janice  Vander  Voort;  a 
son,  Lee  B.  Epstein  of  Los  An- 
geles; a stepson,  Walter  Driver 
of  El  Paso;  a sister,  Mrs.  Louis 
Stein;  a brother,  Sidney  N.  Ep- 
stein, both  of  Los  Angeles,  and  six 
grandchildren. 


DR.  S.  A.  WALLACE 

Dr.  Stuart  Allen  Wallace,  66, 
collapsed  and  died  Oct.  13,  1965, 
while  attending  a pathology  con- 
ference at  Baylor  University  Col- 
lege of  Medicine  in  Houston,  where 
he  had  taught  for  38  years. 

Born  Dec.  1,  1898,  at  Metcalfe, 
Ontario,  Can.,  he  was  the  son  of 
Dr.  David  W.  and  Esther  Angelia 
Eastman  Wallace.  He  attended 
schools  in  Kemptville,  Ontario, 
Queens  University  in  Kingston, 
Ontario,  and  received  his  medical 
degree  and  Chirurgiae  Magister 
(Master  in  Surgery)  from  Queen’s 
University  Faculty  of  Medicine  in 
1922. 

He  served  internship  at  Hamil- 
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ton  General  Hospital  in  Hamilton, 
Ontario,  and  did  residency  at  Man- 
chester Memorial  Hospital  in  Man- 
chester, Conn. 

In  1927,  he  began  practice  at 
Baylor  University  College  of  Med- 
icine. In  1953,  he  was  appointed 
Fulbright  professor  of  pathology 
and  chairman  of  the  department  at 
the  college.  In  1964  he  was  named 
distinguished  professor  emeritus  of 
pathology. 

A member  of  Harris  County 
Medical  Society  for  many  years. 
Dr.  Wallace  transferred  his  mem- 
bership to  Wharton-Jackson-Mata- 
gorda-Fort  Bend  Counties  Medical 
Society  when  he  moved  to  Whar- 
ton after  his  retirement.  He  also 
was  a member  of  the  Texas  Med- 
ical Association,  American  Med- 
ical Association,  a diplomate  of 
the  American  Board  of  Pathology, 
College  of  American  Pathologists, 
American  Society  of  Clinical  Path- 
ologists, and  Association  of  Path- 
ologists and  Bacteriologists.  He 
belonged  to  Central  Presbyterian 
Church  where  he  served  as  an 
Elder. 

Dr.  Wallace  considered  scouting 
his  hobby.  He  had  worked  with 
the  Boy  Scouts  for  many  years 
and  received  the  Silver  Beaver 
Award  for  distinguished  service. 

Dr.  Wallace  was  consulting 
pathologist  to  Hermann,  Veterans 
Administration,  Methodist,  Texas 
Children’s,  and  St.  Luke’s  hospi- 
tals in  Houston. 

Survivors  include  two  brothers. 
Dr.  W.  G.  Wallace  of  Beaumont, 
and  Dr.  Charles  K.  Wallace  of 
Hollywood,  Fla.;  and  a sister. 
Miss  Anne  E.  Wallace  of  Kempt- 
ville,  Ontario,  Can. 


DR.  L.  M.  SHEFTS 

Dr.  Lawrence  Milton  Shefts,  56, 
died  Nov.  29,  1965,  in  San  Antonio 
of  coronary  occlusion  and  arterio- 
sclerotic coronary  artery  disease. 

A thoracic  surgeon.  Dr.  Shefts 
was  born  Oct.  17,  1909,  in  New 
York  City,  the  son  of  Harry  Bar- 
ney and  Blanche  Romm  Shefts.  He 
attended  Culver  Military  Academy 
in  Culver,  Ind.,  and  Johns  Hop- 
kins University,  and  was  grad- 
uated from  the  University  of  Okla- 
homa in  1930.  He  received  his  med- 
ical degree  from  Rush  Medical 
College  of  Chicago  in  1934. 

Dr.  Shefts  served  internship  at 
Los  Angeles  County  General  Hos- 
pital, and  was  assistant  resident 
in  pathology  at  Cook  County  Hos- 


pital in  Chicago,  and  resident  path- 
ologist at  Barnes  Hospital,  Wash- 
ington University  Medical  School, 
St.  Louis,  Mo.  He  was  also  assis- 
tant resident  in  general  surgery, 
and  a fellow  in  thoracic  surgery 
at  the  hospital.  He  was  chief  of 
thoracic  surgery  at  Santa  Rosa 
Medical  Center  and  Robert  B. 
Green  Memorial  Hospital,  San  An- 
tonio. He  was  a thoracic  surgery 
consultant  at  Brooke  General  Hos- 
pital, San  Antonio;  Wilford  Hall 
USAF  Hospital;  Veterans  Ad- 
ministration Hospital,  Kerrville; 
San  Antonio  State  TB  Hospital, 
and  Harlingen  State  TB  Hospital. 

He  was  a founder-member  of 
the  Board  of  Thoracic  Surgery; 
diplomate  of  American  Board  of 
Surgery,  and  a fellow  of  the  Amer- 
ican College  of  Surgeons.  Dr. 
Shefts  was  a member  of  the  Bexar 
County  Medical  Society,  Texas 
Medical  Association,  the  American 
Medical  Association,  American 
Association  for  Thoracic  Surgery, 
American  Thoracic  Society,  Amer- 
ican College  of  Chest  Physicians, 
and  San  Antonio  Surgical  Society, 
and  Alpha  Omega  Alpha  medical 
fraternity.  He  had  been  the  author 
of  many  medical  articles.  He  was 
also  a member  of  Temple  Beth  El. 

From  1942  to  1946,  during  World 
War  II,  he  was  a lieutenant  colonel 
in  the  Army  Medical  Corps  in  the 
European  Theater. 

He  married  Bernice  Parks  in 
1948  in  New  York.  She  survives  as 
do  his  daughter,  Joelle  Blanche 
Shefts,  and  a nephew. 
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DR.  A.  F.  RIEDEL,  JR. 

Dr.  Albert  Frederick  Riedel,  Jr., 
37,  died  Nov.  7,  1965,  from  a gun- 
shot wound  received  during  a hunt- 
ing trip  in  Ranger,  Tex. 

Born  July  11,  1928,  in  Fort 
Worth,  he  was  the  son  of  Albert 
F.  Riedel,  Sr.,  and  Mrs.  Nina 
Clark.  He  attended  schools  in  Fort 
Worth  and  received  a bachelor  of 
arts  degree  in  1950,  and  a master 
of  arts  degree  in  1952,  from  the 
University  of  Texas.  He  received 
his  medical  degree  from  the  Uni- 
versity of  Texas  Southwestern 
Medical  School  in  Dallas  in  1956. 

Dr.  Riedel  interned  at  William 
Beaumont  General  Hospital  at 
Fort  Bliss  in  El  Paso,  and  served 
residency  in  Dallas  at  Timberlawn 
Sanitarium  and  the  University  of 
Texas  Southwestern  Medical  School 
in  adolescent  psychiatry.  He  had 
served  in  the  U.  S.  Navy  as  a 
pharmacist’s  mate  in  1946-48,  and 
in  the  U.  S.  Army  as  a first  lieu- 
tenant in  1956-1957.  He  estab- 
lished his  practice  in  Dallas,  and 
was  associated  with  Timberlawn 
Sanitarium. 

He  was  a member  of  the  Dallas 
County  Medical  Society,  Texas 
Medical  Association,  the  American 
Medical  Association,  Phi  Chi  med- 
ical fraternity,  and  Alpha  Omega 
Alpha  honorary  medical  fraternity. 
He  belonged  to  Casa  Linda  Presby- 
terian Church  of  Dallas. 

In  1948  he  married  Patsy  Ruth 
Harrison  of  Fort  Worth.  She  sur- 
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vives  as  do  two  sons,  Dana  Scott 
Riedel  and  Allen  Harrison  Riedel, 
and  two  daughters,  Rebecca  Sue 
Riedel  and  Alison  Riedel,  all  of 
Dallas;  his  father,  Albert  F.  Rie- 
del of  Fort  Worth;  his  mother, 
Mrs.  Nina  Clark  of  California,  and 
a brother,  Robert  P.  Riedel  of  Ken- 
newick, Wash. 


DR.  H.  A.  PETERSEN 

Dr.  Henry  A.  Petersen,  71,  died 
Dec.  17,  1965,  in  Houston  where 
he  had  practiced  for  35  years. 

Dr.  Petersen  was  born  Feb.  5, 
1894,  in  Roslindale,  Mass.,  and  was 
reared  in  Maine.  He  was  graduated 
from  the  University  of  Maine  in 
1917,  and  continued  his  studies  at 
Queen’s  College,  Oxford  Univer- 
sity, Oxford,  England.  He  com- 
pleted his  medical  education  at 
Johns  Hopkins  University  School 
of  Medicine  in  Baltimore,  where 
he  remained  five  years  as  an  in- 
structor and  associate  in  surgery. 
In  1924,  he  was  elected  to  member- 
ship in  the  Johns  Hopkins  Uni- 
versity Chapter  of  the  Sigma  Xi, 
honorary  science  fraternity. 

During  World  War  I he  served 
as  a captain  in  France  under  Gen. 
(then  Col.)  Douglas  Mac  Arthur 
in  the  Rainbow  Division.  He  won 
the  Purple  Heart  and  France’s 
highest  decoration,  the  Croix  de 
Guerre  with  Silver  Star  and 
Fouragere. 

In  1927,  Dr.  Petersen  married 
Emily  Thomason  of  Huntsville. 
They  went  to  Alaska  where  he  be- 
came administrator  for  a copper- 
mining firm’s  hospital. 

The  surgeon  was  appointed  to 
the  Houston  School  Board  in  1938, 
and  elected  president  in  1945.  He 
served  on  the  school  board  until 
his  retirement  in  1960. 

He  was  past  president  of  the 
South  Texas  Medical  Society, 
Houston  Surgical  Society,  and  the 
Houston  Academy  of  Medicine.  He 
held  the  position  of  clinical  pro- 
fessor of  surgery  at  Baylor  Uni- 
versity College  of  Medicine.  He 
was  president  of  Baylor  Faculty 
and  Alumni  Foundation  and  chair- 
man of  a committee  on  planning 
the  role  of  Baylor  at  the  Texas 
Medical  Center  in  Houston. 

Dr.  Petersen  was  a member  of 
the  Texas  Medical  Association 
through  the  Harris  County  Medical 
Society.  He  also  belonged  to  the 
American  Medical  Association,  the 
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Southwestern  Surgical  Congress, 
American  College  of  Surgeons,  and 
American  Society  of  Abdominal 
Surgeons.  He  was  certified  by  the 
American  Board  of  Surgery.  Dr. 
Petersen  was  a member  of  the 
First  Presbyterian  Church  of 
Houston. 

Dr.  Petersen  is  survived  by  his 
wife;  two  daughters,  Mrs.  J.  Evans 
Atwell,  and  Mrs.  David  M.  Mum- 
ford,  all  of  Houston;  and  three 
sisters,  Mrs.  Jack  Dalton  of  Spring- 
field,  Pa.;  Mrs.  Lester  Richwagen 
of  Burlington,  Vt.,  and  Mrs.  Elsie 
Webber  of  Portland,  Maine.  His 
son,  Henry  A.  Petersen,  Jr.,  pre- 
ceded his  father  in  death  in  1955. 


DR.  J.  A.  DAVEY 

Burkburnett  physician.  Dr.  Jo- 
seph A.  Davey,  52,  died  Dec.  19, 
1965,  in  a Wichita  Falls  hospital. 

A native  of  Brooklyn,  N.  Y.,  Dr. 
Davey  was  born  April  24,  1913, 
and  attended  Brooklyn  schools.  He 
was  graduated  from  Fordham  Uni- 
versity in  1934.  He  received  his 
medical  degree  in  1938  from  Long 
Island  College  of  Medicine  in 
Brooklyn,  now  the  State  University 
of  New  York  Downstate  Medical 
Center.  He  interned  at  St.  Cath- 
erine’s Hospital  in  Brooklyn,  and 
served  residency  at  New  Rochelle 
Hospital,  New  Rochelle,  N.  Y. 
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Dr.  Davey  remained  in  New 
Rochelle  to  practice  from  1941  to 
1942.  He  then  served  in  the  U.  S. 
Army  until  1946  when  he  returned 
to  New  Rochelle  for  two  years. 
He  also  practiced  in  Robbinsville, 
N.  C.,  and  Floydada,  Tex.,  and 
moved  to  Burkburnett  in  1951 
where  he  remained  until  his  death. 

He  was  a member  of  the  Wichita 
County  Medical  Society,  Texas 
Medical  Association,  American 
Medical  Association,  American 
Academy  of  General  Practice,  and 
American  Heart  Association,  and 
chairman  of  the  Blood  Bank  of 
Burkburnett.  He  was  a member 
of  the  Burkburnett  Optimist  Club 
and  was  active  in  the  American 
Cancer  Society.  Dr.  Davey  was  a 
member  of  the  Sacred  Heart  Cath- 
olic Church  in  Wichita  Falls  and 
the  Holy  Name  Society. 

In  May,  1942,  he  married  Wilma 
Catherwood  of  Lake  Shoals,  Mani- 
toba, Canada.  She  preceded  him 
in  death  in  1955.  In  1957  he  mar- 
ried Elizabeth  Kelly  Abbott  of 
Yonkers,  N.  Y.  She  survives  as 
do  three  sons,  Joseph  James  Davey, 
a senior  premedical  student  at 
Notre  Dame  University,  South 
Bend,  Ind.;  Pvt.  Donald  Barry 
Davey,  Burkburnett;  and  Charles 
Wayne  Davey,  with  the  U.  S. 
Army  in  Germany;  two  daughters, 
Sheila  Ruth  Davey  of  St.  Paul’s 
School  of  Nursing,  Dallas,  and 
Adrienne  Davey,  both  of  Burk- 
hurnett,  and  a sister.  Miss  Ruth 
Davey  of  Brooklyn,  N.  Y. 
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DR.  E.  C.  COVER 

Dr.  Ellen  C.  Cover,  79,  died  in 
San  Antonio  on  Oct.  27,  1965,  of 
cerebral  thrombosis.  She  had  been 
a psychiatrist  for  more  than  30 
years  at  San  Antonio  and  Austin 
state  hospitals  before  her  retire- 
ment in  1958. 

Born  Oct.  11,  1886,  in  San  An- 
tonio, she  was  the  daughter  of 
John  Buchanan  and  Virginia  Steele 
Cover.  She  was  graduated  in  1909 
from  Texas  State  College  for  Wom- 
en, now  Texas  Woman’s  Univer- 
sity. She  received  her  medical  de- 
gree from  the  University  of  Texas 
Medical  Branch  at  Galveston  in 
1913.  She  interned  at  New  England 
Hospital  for  Women  and  Children 
in  Boston,  and  served  a residency 
at  Worcester  State  Hospital  in 
Worcester,  Mass.  She  took  post- 
graduate work  in  Paris,  Dublin, 
and  London.  Dr.  Cover  was  on  the 
staff  of  the  Austin  State  Hos- 
pital from  1926  to  1943.  During 
World  War  II,  she  was  a contract 
surgeon  with  the  U.  S.  Army.  Dr. 
Cover  served  with  the  American 
Red  Cross  in  World  War  I in 
France.  While  in  Europe,  she  as- 
sisted in  post-war  rehabilitation  in 
France  and  Yugoslavia. 

She  was  a member  of  the  Bexar 
County  Medical  Society,  Texas 
Medical  Association,  American 
Medical  Association,  American 
Medical  Women’s  Association, 
alumni  associations  of  the  Univer- 


sity of  Texas  Medical  Branch  and 
Texas  Woman’s  University,  Parita 
Methodist  Church,  and  the  Mary 
Eleanor  Bracken  ridge  Literary 
Club.  Dr.  Cover  was  a past  presi- 
dent of  the  Women’s  Overseas 
Service  League  in  San  Antonio. 
She  belonged  also  to  Alpha  Epsilon 
Iota  medical  fraternity,  the  Amer- 
ican Legion,  and  the  Business  and 
Professional  Women’s  Club. 

She  is  survived  by  11  nieces  and 
nephews. 


DR.  W.  E.  FOSBERG 

Dr.  Walter  Edward  Fosberg,  34, 
a Kingsville  physician,  died  of  leu- 
kemia, Dee.  9,  1965,  in  Houston. 

Dr.  Fosberg  was  born  in  George- 
town, Tex.,  on  April  12,  1931.  He 
attended  Stephen  F.  Austin  High 
School  in  Austin,  was  graduated 
from  Texas  A&M  University  in 
1952,  and  received  his  medical  de- 
gree from  the  University  of  Texas 
Medical  Branch  in  Galveston  in 
1959.  Internship  was  served  at 
Memorial  Medical  Center,  Corpus 
Christ! . 

In  1960,  Dr.  Fosberg  began  prac- 
tice in  Kingsville.  At  the  time  of 
his  death,  he  was  chief  of  staff  of 
Kleberg  County  Hospital  and  city 
physician  of  Kingsville. 

A veteran  of  the  Korean  War,  he 
had  received  the  Bronze  Star 
Medal. 
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Dr.  Fosberg  was  a member  of 
the  Kleberg-Kenedy  Counties  Med- 
ical Society,  Texas  Medical  Asso- 
ciation, American  Medical  Asso- 
ciation, and  the  American  Academy 
of  General  Practice.  He  also  be- 
longed to  the  Elks  Lodge  of  Kings- 
ville. Dr.  Fosberg  was  a member 
of  the  First  Methodist  Church  of 
Kingsville. 

In  June,  1952,  he  married  Eliza- 
beth Ann  Hughes  in  Austin. 

Survivors  include  his  wife;  a 
son,  Richard  Fosberg;  a daughter, 
Lee  Ann  Fosberg,  all  of  Kingsville; 
his  parents,  Mr.  and  Mrs.  C.  Philip 
Fosberg  of  Austin;  grandmother, 
Mrs.  Walter  Behrens  of  George- 
town, and  grandfather,  Victor  Fos- 
berg of  Austin. 


DR.  W.  C.  COLEMAN 

Dr.  William  C.  Coleman,  71,  died 
Dec.  23,  1965,  in  a Vernon  hospital 
following  a brief  illness.  He  had 
practiced  in  Vernon  for  many 
years. 

In  1959  Dr.  Coleman  was  named 
Vernon’s  Distinguished  Citizen  of 
the  Y ear. 

Dr.  Coleman  was  born  at  Athens, 
Tex.,  on  Jan.  20,  1894,  a son  of  the 
late  Mr.  and  Mrs.  W.  H.  Coleman. 
His  preliminary  education  was  ob- 
tained at  Athens  High  School, 
Athens,  Tex.,  and  he  received  a 
bachelor  of  arts  degree  from  Texas 
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A&M  College,  now  Texas  A&M 
University.  He  also  attended  Ohio 
State  University  and  Baylor  Uni- 
versity College  of  Medicine,  then 
located  in  Dallas.  He  received  his 
medical  degree  in  1931. 

He  had  practiced  in  Palestine, 
Sulphur  Springs,  Crockett,  Lame- 
sa,  and  Vernon.  He  was  in  general 
practice,  placing  special  emphasis 
on  pediatrics. 

A past  president  and  secretary 
of  Wilbarger  County  Medical 
Society,  Dr.  Coleman  was  a mem- 
ber of  Texas  Medical  Association 
and  American  Medical  Association. 

On  Feb.  4,  1937,  he  married  the 
former  Jetta  Herndon  in  Durant, 
Okla.  She  survives  as  do  a daugh- 
ter, Mrs.  Joe  Kincheloe  of  Vernon; 
three  sons,  William  C.  Coleman, 
Jr.,  of  Irving;  Dr.  Rogers  K.  Cole- 
man of  Brownwood;  and  Dr.  David 
C.  Coleman  of  Lubbock;  a sister, 
Mrs.  Albert  McPhail  of  Marshall; 
a brother,  C.  E.  Coleman  of  Hous- 
ton, and  six  grandchildren. 


DR.  A.  A.  BROWN 

Dr.  Alexander  A.  Brown,  84, 
died  Nov.  23,  1965,  in  San  An- 
tonio. Cause  of  death  was  pul- 
monary embolism,  arteriosclerotic 
heart  disease,  and  prostatic  car- 
cinoma. 

Born  March  3,  1881,  in  Elizavet- 
grad,  the  Ukraine,  he  was  the  son 
of  Ephraim  and  Catherine  Lemon- 
ofsky  Brown.  They  came  to  Amer- 
ica when  Dr.  Brown  was  an  infant, 
and  settled  in  St.  Louis,  Mo.  In 
1889,  they  moved  to  San  Antonio 
where  he  attended  San  Antonio 
Academy  and  was  graduated  with 
honors  in  1896.  He  attended  Van- 
derbilt University  and  received  his 
medical  degree  from  Jefferson  Med- 
ical College  of  Philadelphia  in 
1900.  He  served  internship  at  Jef- 
ferson Medical  College  Hospital, 
and  a residency  at  Ashland  State 
General  Hospital.  He  entered  med,- 
ical  practice  in  San  Antonio  in 
1908  and  served  on  the  staffs  of 
Robert  B.  Green  Memorial  Hospi- 
tal, Santa  Rosa  Medical  Center, 
Medical  and  Surgical  Hospital, 
and  Nix  Memorial  Hospital. 

Dr.  Brown  was  elected  to  honor- 
ary membership  in  the  Texas  Med- 
ical Association  in  1951,  and  be- 
longed to  the  Bexar  County  Med- 
ical Society,  American  Medical  As- 
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sociation,  was  a fellow  of  the 
American  Urological  Association, 
and  a member  of  the  Temple  Beth 
El.  He  was  a Scottish  Rite  Mason. 

During  World  War  I,  he  served 
with  the  U.  S.  Army  in  1917  and 
1918,  and  retired  as  a major. 

He  considered  his  chief  claim  to 
fame  was  his  start  as  a real 
horse  and  buggy  doctor.  His  per- 
sonal library  was  his  hobby. 

In  1908,  he  married  Carrie  Pfeif- 
fer in  San  Antonio.  She  survives 
as  do  two  sons,  Philip  Brown,  Ok- 
lahoma City,  and  Alexander  A. 
Brown,  Jr.,  Edinburg,  Tex.,  and 
a daughter,  Mrs.  Melvin  D.  Cohen, 
San  Antonio. 


DR.  J.  D.  ROBERTS,  JR. 

Longview  otolaryngologist.  Dr. 
Joseph  D.  Roberts,  Jr.,  59,  died 
unexpectedly  on  Jan.  5,  1966,  in 
Longview  of  intracranial  hemor- 
rhage. 

Dr.  Roberts  was  born  in  Yazoo 
City,  Miss.,  on  July  1,  1906.  His 
parents  were  Joseph  D.  and  Re- 
becca Mitchell  Blundell  Roberts. 
After  attending  Yazoo  City  schools, 
he  received  his  bachelor  of  science 
degree  from  the  University  of 
Mississippi  in  1927.  His  medical 
degree  was  obtained  from  Tulane 
University  School  of  Medicine  in 
New  Orleans,  in  1924.  He  interned 
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at  Charity  Hospital  of  Louisiana 
in  New  Orleans,  and  his  residency 
was  served  at  Hurst  Eye,  Ear, 
Nose  and  Throat  Hospital  in  Long- 
view. He  had  practiced  in  Long- 
view since  1932. 

During  World  War  II,  Dr. 
Roberts  was  a commander  in  the 
medical  corps  of  the  U.  S.  Naval 
Reserve. 

Dr.  Roberts  had  been  the  author 
of  several  medical  papers  published 
in  the  Journal  of  the  American 
Medical  Association,  Texas  State 
Journal  of  Medicine,  and  the  Tri- 
State  Medical  Journal. 

A past  president  of  Gregg  Coun- 
ty Medical  Society  and  Tri-State 
Medical  Society,  he  was  a member 
of  the  Texas  Medical  Association, 
American  Medical  Association, 
American  Academy  of  Ophthal- 
mology and  Otolaryngology,  and 
Texas  Society  of  Ophthalmology 
and  Otolaryngology.  He  was  a 
diplomate  of  the  American  Board 
of  Otolaryngology  and  a fellow 
of  the  American  College  of  Sur- 
geons. Dr.  Roberts  was  a member 
of  Phi  Chi  medical  fraternity  and 
Sigma  Alpha  Epsilon  social  fra- 
ternity. He  was  a member  of  the 
First  Methodist  Church  in  Long- 
view. 

Dr.  Roberts  and  the  former  Vir- 
ginia Lewis  were  married  March 
29,  1935,  in  Dallas. 

He  is  survived  by  his  wife;  and 
three  daughters,  Mrs.  W.  T.  Sum- 
merlin, Mrs.  C.  L.  Wood,  and  Jen- 
nifer Roberts,  all  of  Longview. 
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DR.  T.  E.  HUNT,  SR. 

Dr.  Thomas  E.  Hunt,  Sr.,  84, 
died  Sept.  13,  1965,  in  a Paris, 
Tex.,  hospital.  He  was  admitted 
to  the  hospital  Aug.  27,  after 
fracturing  his  hip  in  a fall. 

Born  in  Hillsboro,  Tex.,  March 
21,  1881,  he  was  the  son  of  Waddie 
T.  and  Lizzie  P.  King  Hunt.  He 
married  Margaret  E.  Harper  of 
Hillsboro  in  1916. 

He  attended  Baylor  University 
before  receiving  his  medical  degree 
from  the  University  of  Louisville 
School  of  Medicine  in  1908.  He 
served  internship  in  the  United 
States  Marine  Hospital  in  Louis- 
ville, Ky.,  and  returned  to  Hills- 
boro to  practice  in  1908.  In  1919, 
he  moved  to  Paris. 

Dr.  Hunt  was  a diplomate  of 
the  American  Board  of  Otolaryng- 
ology, fellow  of  the  American  Aca- 
demy of  Ophthalmology  and  Oto- 
laryngology, honorary  member  of 
the  Texas  Medical  Association,  and 
was  a member  of  the  Dallas  Aca- 
demy of  Ophthalmology  and  Oto- 
laryngology, Texas  Society  of  Oph- 
thalmology and  Otolaryngology, 
Texas  Ophthalmological  Associa- 
tion, American  Medical  Associa- 
tion, Fifty  Year  Club  of  the  Texas 
Medical  Association,  and  the  La- 
mar-Delta  Counties  Medical  So- 
ciety. He  was  a past  president  of 
the  Hill  County  Medical  Society, 
14th  District  Medical  Society,  La- 
mar-Delta  Counties  Medical  So- 
ciety, and  the  staffs  of  St.  Joseph’s 
Hospital  and  Lamar  Medical  Cen- 
ter. 

Dr.  Hunt  was  a past  president 
of  the  Paris  Lions  Club  and  had  a 
30-year  perfect  attendance.  He  had 
been  a deacon,  trustee,  and  past 
chairman  of  the  board  of  the 
First  Baptist  Church  of  Paris.  He 
had  been  a Mason  for  more  than 
50  years,  and  had  received  a 40- 
year  plaque  from  St.  Joseph’s 
Hospital  in  1961.  He  belonged  to 
the  Paris  Golf  and  Country  Club. 
He  was  on  the  original  Board  of 
Regents  of  the  Paris  Junior  Col- 
lege, and  served  on  the  Advisory 
Board  of  the  Southwestern  Baptist 
Theological  Seminary.  Dr.  Hunt 
was  a Boy  Scout  worker  and  had 
been  a scoutmaster. 

He  did  postgraduate  work  at 
Tulane  University;  Eye,  Ear,  Nose 
and  Throat  Hospital  in  New  Or- 
leans; Chicago  Eye,  Ear,  Nose  and 
Throat  Hospital;  and  New  York 
Eye  and  Ear  Infirmary.  He  was 
a captain  in  the  Army  Reserve 


DR.  HUNT 


Medical  Corps  from  1918  to  1930. 
His  hobby  was  golf. 

His  wife,  the  former  Margaret 
Edward  Harper,  preceded  him  in 
death  on  Feb.  27,  1961. 

Dr.  Hunt  is  survived  by  two 
sons.  Dr.  Thomas  Ewell  Hunt,  Jr., 
and  Dr.  Harold  Hunt,  both  of 
Paris,  and  four  grandchildren. 


DR.  J.  M.  STANDEFER 

Dr.  Joe  Milton  Standefer,  56, 
died  Nov.  16,  1965,  in  Littlefield, 
Tex.,  of  myocardial  infarction. 
Born  Dec.  19,  1908,  in  Rochester, 
Tex.,  he  was  the  son  of  Henry  Rusk 
and  Berta  Longley  Standefer. 

He  attended  Texas  Technological 
College  in  Lubbock  and  Rice  In- 
stitute in  Houston  before  receiving 
his  medical  degree  from  the  Uni- 
versity of  Texas  Medical  Branch 
at  Galveston  in  1932.  He  served 
internship  at  Robert  B.  Green 
Memorial  Hospital  in  San  Antonio, 
and  a residency  at  Raymond  Blank 
Memorial  Hospital  for  Children  in 
Des  Moines,  Iowa.  Dr.  Standefer 
was  in  general  practice  in  Tama, 
Iowa,  from  1933  until  1942,  when 
he  entered  the  U.  S.  Navy  and 
served  as  a lieutenant  commander 
in  the  South  Pacific. 

In  1946,  he  took  a two-year  resi- 
dency in  pediatrics  at  the  Ray- 
mond Blank  Memorial  Hospital  for 


DR.  STANDEFER 


Children  and  then  entered  private 
practice  in  Des  Moines.  In  1960 
he  became  clinical  director  of  the 
Mexia  State  School,  Mexia,  Tex. 
From  1961  to  1962,  he  was  with 
the  Enid  State  School  in  Enid, 
Okla.,  and  from  1962  to  1965  he 
practiced  in  Mesquite,  Tex.  He 
moved  to  Littlefield  in  February, 
1965,  and  practiced  there  until  his 
death. 

Dr.  Standefer  was  a member  of 
the  Texas  Medical  Association, 
American  Medical  Association, 
American  Academy  of  Pediatrics, 
Lamb-Bailey-Hockley-Cochran 
Counties  Medical  Society,  and 
was  certified  by  the  American 
Board  of  Pediatrics.  He  also  be- 
longed to  the  Phi  Beta  Pi  medical 
fraternity  and  was  a past  presi- 
dent of  the  Tama,  Iowa,  Lions 
Club.  He  was  a 32nd  degree  Mason 
and  belonged  to  the  Za-Ga-Zig 
Shrine  Temple.  He  was  a member 
of  the  Methodist  church.  His  hob- 
bies were  golf,  painting,  and  fish- 
ing. 

He  married  Lorene  F.  Hoadley 
of  Marble  Rock,  Iowa,  in  1932.  She 
survives  as  do  three  sons.  Dr. 
James  Standefer  of  China  Lake. 
Calif.;  Jack  Standefer  of  Chapel 
Hill,  N.  C.;  and  John  Standefer 
of  Des  Moines,  Iowa;  one  daughter, 
Joan  Standefer  of  Des  Moines, 
Iowa;  his  mother,  Mrs.  Henry 
Standefer;  and  a brother,  Jim 
Standefer,  both  of  Clifton,  Tex.; 
and  a sister,  Mrs.  John  R.  Feth  of 
Los  Altos.  Calif. 
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COMING  MEETINGS 


American  Medical  Association^  Annual 
Meeting,  Chicago,  June  26-30,  1966.  Dr. 
F.  J.  L.  Blasingame,  635  Dearborn,  Chi- 
cago 10,  Exec,  Vice  Pres. 

Texas  Medical  Association,  Austin,  Annual 
Session,  April  14-17,  1966.  C.  Lincoln 
Williston,  1801  N.  Lamar,  Austin,  Exec. 
Sec. 

MARCH 

American  Surgical  Association,  Boca  Raton, 
Fla.,  March  23-25,  1966.  Dr.  Harris  B. 
Shumacker,  Jr.,  1100  W.  Michigan,  In- 
dianapolis, Ind.,  Sec. 

Dallas  Southern  Clinical  Society  Conference, 

Dallas,  March  21-23,  1966.  Dr.  Oscar 
Marchman,  Jr.,  1314  Medical  Arts  Bldg., 
Dallas,  Dir. 

New  Orleans  Graduate  Medical  Assembly, 

New  Orleans,  March  7-10,  1966.  Dr.  Man- 
nie  D.  Paine,  Jr.,  1430  Tulane  Ave.,  New 
Orleans  12,  Exec.  Sec. 

Ninth  District  Society,  Humble,  March  17, 
1966.  Dr.  Bobby  Jones,  218  Main  Street, 
Houston,  Sec. 

South  Central  Association  of  Blood  Banks, 

San  Antonio,  March  17-19,  1966.  Miss 
Norma  M.  Bender,  3600  Florida  St.,  Baton 
Rouge,  La.,  Sec. 

Texas  Association  of  Obstetricians  and 
Gynecologists,  Austin,  March  12,  1966. 
Dr.  James  T.  Downs,  3707  Gaston  Ave- 
nue, Dallas,  Sec. 

Texas  Tuberculosis  Association,  San  An- 
tonio, March  24-26,  1966.  Mrs.  Pauline 
K.  Matthis,  2406  Manor  Road,  Austin, 
Exec.  Dir. 

APRIL 

American  Academy  of  Pediatrics,  Montreal, 
Canada,  April  25-27,  1966.  Dr.  E.  H. 
Christopherson,  1801  Hinman,  Evanston, 
111.,  Exec.  Dir. 

American  Association  of  Plastic  Surgeons, 

Cleveland,  Ohio,  April  27-30,  1966.  Dr. 
R.  M.  McCormack,  260  Crittenden  Blvd., 
Rochester,  N.  Y.,  Sec. 

American  College  of  Allergists,  Chicago, 
April  26-29,  1966.  Dr.  John  D.  Gillaspie, 
2141  14th  St.,  Boulder,  Colo.,  Treas. 

American  College  of  Physicians,  New  York 
City,  April  18-22,  1966.  Dr.  E.  C.  Rose- 
now,  Jr.,  4200  Pine,  Philadelphia  4,  Exec. 
Dir. 

American  Dermatological  Association, 
Homestead,  Hot  Springs,  Va.,  April  14- 
19,  1966.  Dr.  Robert  R.  Kierland,  Mayo 
Clinic,  Rochester,  Minn.,  Sec. 


Association  of  American  Physicians  and 
Surgeons,  Inc.,  Chicago,  April  1-2,  1966. 
Mr.  H.  E.  Northam,  185  N.  Wabash, 
Chicago  1,  Exec.  Dir. 

Southwestern  Surgical  Congress,  Las  Vegas, 
Nev.,  April  18-21,  1966.  Dr.  R.  B.  How- 
ard, 301  Pasteur  Bldg.,  Oklahoma  City  3, 
Okla.,  Sec. 

Texas  Air-Medics  Association,  Austin,  April 
16-17,  1966,  Dr.  C.  F.  Miller,  Box  1338, 
Waco,  Sec. 

Texas  Association  of  Public  Health  Physi- 
cians, Austin,  April  14,  1966.  Dr.  Fran- 
cine  Jensen,  2218  W.  Main  St.,  Houston 
77006,  Sec. 

Texas  Chapter,  American  Academy  of  Pedi- 
atrics, Austin,  April  15,  1966.  Dr.  G.  K. 
Womack,  Baptist  Memorial  Hospital,  San 
Antonio,  Sec. 

Texas  Chapter,  American  College  of  Chest 

Physicians,  Austin,  April  17,  1966.  Dr. 
Rodger  G.  Smyth,  331  W.  Nueva  St.,  San 
Antonio,  Sec. 

Texas  Dermatological  Society,  Austin,  April 
14-17,  1966.  Dr.  A.  C.  Ressmann,  714 
Medical  Arts  Bldg.,  San  Antonio,  Sec. 

Texas  Diabetes  Association,  Austin,  April 
17,  1966.  Dr.  Leonard  R.  Robbins,  3618 
Yoakum,  Houston,  Sec. 

Texas  Industrial  Medical  Association,  Aus- 
tin, April  14,  1966.  Dr.  James  K.  Stewart, 
P.  O.  Box  3311,  Beaumont,  Sec. 

Texas  Neuropsychiatric  Association,  Aus- 
tin, April  14-17,  1966.  Dr.  Jake  Peden, 
4645  Samuel  Blvd.,  Dallas,  Sec. 

Texas  Ophthalmological  Association,  Austin, 
April  14-15,  1966.  Dr.  J.  L.  Mims,  Jr., 
730  N.  Main,  San  Antonio,  Sec. 

Texas  Orthopaedic  Association,  Austin, 
April  16,  1966.  Dr.  Margaret  Watkins, 
3503  Fairmount,  Dallas,  Sec. 

Texas  Otolaryngological  Association,  Aus- 
tin, April  14-15,  1966.  Dr.  Norman 

Wright,  1422  Tyler,  Amarillo,  Sec. 

Texas  Physical  Medicine  and  Rehabilitation 
Society,  Austin,  April  14,  1966.  Dr. 

Charles  Peterson,  1333  Moursund,  Hous- 
ton, Sec. 

Texas  Proctologic  Society,  Austin,  April  14, 
1966.  Dr.  T.  Melton,  636  Hermann  Pro- 
fessional Bldg.,  Houston,  Sec. 

Texas  Society  of  Anesthesiologists,  Austin, 
April  16-17,  1966.  Dr.  Fred  P.  Thomas, 
2342  Maroneal,  Houston,  Sec. 


Texas  Society  of  Athletic  Team  Physicians, 
Austin,  April  14,  1966.  Dr.  Dan  Spivey, 
818  Frank  St..  Lufkin,  Sec. 

Texas  Society  of  Pathologists,  Inc.,  Austin. 
April  16,  1966.  Dr.  Jack  L.  Smith,  3155 
Stagg  Drive,  Beaumont,  Sec. 

Texas  Society  of  Plastic  Surgeons,  Austin. 
April  14,  1966.  Dr.  John  Gannon,  1433 
Hermann  Prof.  Bldg.,  Houston,  Sec. 

Texas  State  Division,  International  College 
of  Surgeons,  Austin,  April  14,  1966.  Dr. 
D.  H.  Smith.  1501-A  N.  De  Leon,  Vic- 
toria, Sec. 

Texas  Surgical  Society,  Austin,  April  3-5, 
1966.  Dr.  W.  B.  King,  Jr.,  2320  Colum- 
bus Ave.,  Waco,  Sec. 

Texas  Traumatic  Surgical  Society,  Austin 
April  14,  1966.  Dr.  J.  C.  Long,  805  W. 
8th,  Plainview,  Sec. 

National  and  Regional 

American  Academy  of  Allergy,  New  York, 
N.  Y.,  Feb.  19-23,  1966.  Mr.  J.  O.  Kelley, 
756  N.  Milwaukee  St.,  Milwaukee  2,  Exec. 
Sec. 

American  Academy  of  Dermatology,  Inc., 
Bal  Harbour,  Fla.,  Dec.  3-8.  1966.  Dr.  R. 

R.  Kierland,  Mayo  Clinic,  Rochester,  Sec. 

American  Academy  of  General  Practice, 
Boston,  Oct.  7-14,  1966.  Mr.  M.  F.  Cabal, 
Volker  Blvd.  at  Brookside,  Kansas  City 
12.  Exec.  Sec. 

American  Academy  of  Ophthalmology  and 
Otolaryngology,  Chicago,  111.,  Oct.  16-21, 
1966.  Dr.  W.  L.  Benedict.  15  2nd  St., 

S. W.,  Rochester,  Minn.,  Sec. 

American  Association  for  Thoracic  Surgery, 
Vancouver,  B.  C.,  May  16-18,  1966.  Dr. 
H.  T.  Bahnson,  Presbyterian  University 
Hospital,  Pittsburgh,  Pa.,  Sec. 

American  Association  of  Obstetricians  and 
Gynecologists,  Dr.  C.  L.  Randall,  100 
Meadow  Road,  Buffalo  16,  Sec. 

American  Cancer  Society,  Inc.,  New  York 
City,  Oct.  18-20,  1966.  Mr.  G.  Whittlesey. 
219  E.  42nd  St.,  New  York,  Sec. 

American  College  of  Chest  Physicians,  Mr. 
M.  Komfeld,  112  E.  Chestnut.  Chicago 
11,  Exec.  Dir. 

American  College  of  Gastroenterology,  Phil- 
adelphia, Oct.  23-26,  1966.  Mr.  D.  Weiss, 
33  W.  60th.  New  York  23,  Exec.  Dir. 

American  College  of  Nutrition.  Dr.  Robert 
A.  Peterman.  3 Craig  Court.  Totowa 
Borough.  N.  J.,  Sec. 
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American  College  of  Obstetricians  and  Gyne- 
cologists, Chicago,  May  2-5,  1966.  Mr.  D. 
F.  Richardson,  79  W.  Monroe,  Chicago  3, 
Exec.  Sec. 

American  College  of  Radiology,  Mr.  W.  C. 
Stronach,  20  N.  Wacker,  Chicago  6,  Exec. 
Dir. 

American  College  of  Surgeons,  Annual 
meeting,  San  Francisco,  Oct.  10-14,  1966, 
Dr,  Samuel  P,  Harbison,  230  Lothrop 
St.,  Pittsburgh,  Sec, 

American  Congress  of  Physical  Medicine  and 
Rehabilitation,  San  Francisco,  Aug.  28- 
Sept.  2,  1966.  Mr.  Creston  C.  Herold,  30 
N.  Michigan,  Chicago  2,  Exec.  Dir. 

American  Gastroenterological  Association, 
Chicago,  May  26-28,  1966.  Dr.  David 

Cayer,  2240  Cloverdale  Ave.,  Winston- 
Salem,  N.  C,,  Sec, 

American  Gynecological  Society,  Hot 
Springs,  Va,,  June  2-4,  1966,  Dr.  C.  J. 
Lund,  260  Crittenden  Blvd.,  Rochester 
20,  N.  Y.,  Sec. 

American  Heart  Association,  New  York 
City,  Oct.  21-25,  1966,  Mr,  Rome  A,  Betts, 
44  E,  23rd,  New  York  10,  Exec,  Dir. 

American  Hospital  Association,  Chicago, 
Aug.  29-Sept.  1,  1966.  Dr.  Edwin  L.  Cros- 
by, 840  North  Lake  Shore  Dr.,  Chicago 
11,  Sec. 

American  Medical  Women’s  Association, 
Dr.  Mary  A.  Sears,  M.  D.  Anderson  Hos- 
pital, Houston,  Sec. 

American  Neurological  Association,  Wash- 
ington, D,  C,,  June  13-15,  1966,  Dr,  M, 
D.  Yahr,  710  W.  168th,  New  York  32,  Sec. 

American  Proctologic  Society,  Cleveland, 
Ohio,  June  20-23,  1966,  Miss  Harriette 
Gibson,  320  W,  Lafayette,  Detroit  48226, 
Adm.  Sec, 

American  Public  Health  Association,  Inc., 

Dr.  B.  F.  Mattison,  1790  Broadway,  New 
York  19,  Exec.  Sec. 

American  Society  of  Anesthesiologists,  Phil- 
adelphia, Oct,  1-5,  1966.  Mr.  J.  W.  Andes, 
516  Busse  Highway,  Park  Ridge,  111,, 
Exec,  Sec, 

American  Society  of  Clinical  Pathologists, 

Washington,  D.C.,  Sept,  16-22,  1966, 

Miss  Eleanor  F,  Larson,  445  Lake  Shore 
Drive,  Chicago  11,  Mgr, 

American  Thoracic  Society,  San  Francisco, 
May  23-25,  1966.  F.  W.  Webster,  1790 
Broadway,  New  York  19,  Exec,  Sec, 

Gastrointestinal  Research  Forum,  Chicago, 
May  26,  1966,  Dr.  George  A.  Hallenbeck, 
Mayo  Clinic,  Rochester,  Minn.,  Sec. 

Gastrointestinal  Research  Group,  Dr.  George 
A.  Hallenbeck,  Mayo  Clinic,  Rochester, 
Minn.,  Sec. 

International  College  of  Surgeons,  Houston, 
May  1-5,  1966,  Stanley  E,  Henwood,  1516 
Lake  Shore  Dr,,  Chicago,  Sec, 

International  Medical  Assembly  of  South- 
west Texas,  S,  E.  Cockrell,  Jr.,  202  W. 
French  Place,  San  Antonio,  Exec.  Sec. 

Medical  Society  of  United  States  & Mexico, 
Tucson,  Ariz.,  Oct.  6-8,  1966.  Dr.  James 
Nauman,  1603  N.  Tucson  Blvd.,  Tucson, 
Ariz,,  Sec, 


Private  Clinics  and  Hospitals,  Dallas,  Harry 
H,  Miller,  Gulf  Coast  Hospital,  Baytown, 
Sec, 

Radiological  Society  of  North  America,  Chi- 
cago, lU,,  Nov.  27-Dec.  2,  1966.  Mr.  M.  D. 
Frazer,  1744  S,  58th  St,,  Lincoln,  Neb,, 
Sec, 

Southern  Medical  Association,  Mr,  R,  F, 
Butts,  2601  Highland,  Birmingham  5, 
Ala.,  Exec.  Sec. 

Southwest  Allergy  Forum,  Galveston,  Jan., 
1967,  Dr,  W,  L,  Marr,  Sealy-Smith  Prof. 
Bldg.,  Galveston,  Pres, 

Southwestern  Medical  Association,  Wash- 
ington, D,  C,,  Nov,  14-17,  1966,  Robert 
F,  Butts,  2601  Highland  Ave,,  Bii-ming- 
ham,  Ala.,  Exec.  Dir. 

Southern  Psychiatric  Association,  Memphis, 
Tenn,,  Oct,,  1966,  Dr,  Mark  A,  Griffin, 
Jr,,  Appalachian  Hall,  Asheville,  N.  C,, 
Sec, 

Southern  Surgical  Association,  Boca  Raton, 
Fla.,  Dec,,  1966,  Dr,  George  Yeager,  314 
Medical  Arts  Bldg.,  Baltimore,  Md, 

South  Texas  District,  American  College  of 
Surgeons,  Dr,  August  Herff,  Jr,,  1526  Nix 
Professional  Bldg,,  San  Antonio,  Sec, 

Southwestern  Society  of  Nuclear  Medicine, 
Dr,  J,  R,  Maxfield,  Jr,,  2711  Oak  Lawn, 
Dallas,  Sec, 

United  States-Mexico  Border  Public  Health 
Association,  Saltillo,  Coahuila,  Mexico, 
June  6-10,  1966,  Dr,  Jorge  Jimenez- 

Gandica,  501  U,  S,  Court  House,  El 
Paso,  Sec. 


State 

Texas  Academy  of  General  Practice,  Hous- 
ton, Sept.  12-14,  1966.  Mr.  D.  C.  Jackson, 
1905  N.  Lamar,  Austin,  Exec.  Sec. 

Texas  Academy  of  Internal  Medicine,  Gal- 
veston, Dec.  3,  1966.  Dr.  Warren  W. 
Moorman,  901  W.  Leuda,  Fort  Worth, 
Sec. 

Texas  Association  for  Mental  Health,  Aus- 
tin, R.  W.  Shafer,  Jr.,  4004  N.  Lamar 
Blvd.,  Austin,  Exec.  Sec. 

Texas  Division,  American  Cancer  Society, 

Mr.  C.  W.  Reimann,  5014  Bull  Creek 
Rd.,  Austin  3,  Exec.  Sec. 

Texas  Heart  Association,  Houston,  Sept.  16- 
18,  1966.  Mr.  E.  T.  Guy,  2480  Times  Blvd., 
Houston  5,  Exec.  Sec. 

Texas  Hospital  Association,  Dallas,  May  14- 
18.  1966.  O.  Ray  Hurst.  6226  U.  S.  High- 
way 290  E.,  Austin,  Exec.  Dir. 

Texas  Pediatric  Society,  Fort  Worth,  Sept. 
29-Oct.  1,  1966.  Dr.  C.  E.  Gilmore,  811 
Bonham,  Paris,  Sec. 

Texas  Public  Health  Association,  Corpus 
Christi,  Feb.  20-24,  1966.  J.  N.  Murphy, 
vTr.,  P.  O.  Box  5192,  Austin  31,  Sec. 


Texas  Radiological  Society,  Fort  Worth, 
Jan.  27-28,  1967,  Dr.  H.  C.  Sehested, 
Medical  Arts  Bldg.,  Fort  Worth.  See. 

Texas  Rehabilitation  Association,  D.  Pres- 
ton, 3700  Worth,  Dallas  10,  Sec. 

Texas  Rheumatism  Association,  Dr.  Homer 

R.  Goehrs,  509  West  26th,  Austin,  Sec. 

Texas  Society  of  Ophthalmology  and  Otolar- 
yngology, Dallas,  Dec.  2-3,  1966.  Dr.  Jack 
B.  Lee,  409  Camden  St.,  San  Antonio,  Sec. 

Texas  Society  on  Aging,  Mrs.  Edith  De- 
Busk,  Rio  Grande  Bldg.,  Dallas,  Sec. 

Texas  State  Board  of  Examiners  in  Basic 
Sciences,  Mrs.  Betty  J.  Anderson,  1012 
State  Office  Bldg.,  Austin,  Exec.  Sec. 

Texas  State  Board  of  Medical  Examiners, 
Dr.  M.  H.  Crabb,  1714  Medical  Arts  Bldg., 
Fort  Worth,  Sec. 

Texas  Urological  Society,  Longview.  Dr. 
Joseph  Rappeport,  621  N.  Fourth,  Long- 
view. 

District 

First  District  Society,  Pecos,  Feb.  4,  1967. 
Dr.  Mario  Palafox,  111  N.  Fullan,  El 
Paso,  Sec. 

Third  District  Society,  Amarillo,  Oct.  29, 
1966.  Dr.  Louis  Devanney,  2209  W.  7th, 
Amarillo,  Sec. 

Seventh  District  Society,  Dr.  R.  Lucas,  502 
W.  13th,  Austin,  Sec. 

Eighth  District  Society,  Dr.  Weldon  G.  Kolb, 
421  S.  Oak,  La  Marque,  Sec. 

Tenth  District  Society,  Dr.  I.  M.  Richman, 
3280  Fannin,  Beaumont,  Sec. 

Eleventh  District  Society.  Tyler,  Spring, 
1966.  Dr.  Lucy  Mathis,  107  Redland  Lane. 
Palestine,  Sec. 

Twelfth  District  Society,  Dr.  Walker  Lea, 
Scott  and  White  Clinic,  Temple,  Sec. 

Thirteenth  District  Society,  Fort  Worth, 
Spring,  1966.  Dr.  W.  H.  Neil,  1217  W. 
Cannon,  Fort  Worth,  Sec. 


Clinics 

Blackford  Memorial  Lectures,  Denison, 
Sept.,  1966,  Dr.  Fred  W.  Shelton,  600  N. 
Highland  Ave.,  Sherman,  Cbm. 

Oklahoma  City  Clinical  Conference,  Okla- 
homa City,  Okla.,  Oct.  24-26,  1966.  Miss 
Alma  F.  O’Donnell,  503  Medical  Arts 
Bldg.,  Oklahoma  City  2,  Exec.  Sec. 

Postgraduate  Medical  Assembly  of  South 
Texas,  Houston,  July  18-20,  1966.  Mrs. 
W.  H.  Dahme,  209  Jesse  H.  Jones  Library 
Bldg.,  Houston  25,  Exec.  Sec. 

Southwest  Regional  Cancer  Conference, 
Tony  W.  Halbert,  905  5th  Ave.,  Fort 
Worth,  Sec. 
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99th  Annual  Session  Program 
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Highlights 


How  To  Use  This  Program 


Look  for — On  page — 


Services  (Registration,  Ticket  Sales,  Messages 
and  Information,  First  Aid  Supplies,  News 
Room,  Stenographers,  Equipment)  P-3 

Presidents  and  Presidents-Elect  P-4 

Shuttle  Bus  Service  P-4 

Hotels  and  Motels  P-4 

Special  Programs  P-5 

Entertainment  (TMA  Dance,  Past  Presidents 
Association  and  Fifty  Year  Club,  Alumni 
Events,  Class  Reunions,  Women  Physicians, 
Sports)  P-7 

Business  Activities  (House  of  Delegates,  Re- 
ference Committees,  Board,  Council,  and 
Committee  Meetings,  TEXPAC,  Blue  Cross- 
Blue  Shield  Breakfast)  P-8 

Annual  Session  Committees  P-9 

Guest  Speakers  with  all  their  speaking  en- 
gagements, sponsors,  and  host  societies) P-11 

Special  Speakers  P-16 

Memorial  Service  P-18 

General  Meetings  and  Luncheons P-18 

Refresher  Courses  P-19 

Curbstone  Consultations  P-20 

Section  Meetings  P-21 

Specialty  Programs  (Related  Organizations, 

Other  Specialty  Groups,  Special  Programs  of 
Association)  P-33 

Exhibits  (Film  Program,  Scientific,  Technical). .P-50 


SERVICES 


Registration 

There  is  no  registration  fee  for  members  of  the 
Texas  Medical  Association,  participants  in  the  an- 
nual session  program,  interns,  residents,  or  indivi- 
duals in  allied  health  disciplines,  such  as  medical 
students,  medical  assistants,  nurses,  and  technicians. 

A registration  fee  of  $10  is  charged  for  all  other 
nonmember  physicians. 


Registration  and  ticket  sales  areas  will  be  open 
during  following  hours : 

Municipal  Auditorium  Lobby 

Thursday  7:30  a. m. -5:30  p.m. 

Friday  7:30  a.m. -5:30  p.m. 

Saturday  7:30  a.m. -5  p.m. 

Stephen  F.  Austin  Hotel  Mezzanine 
Thursday  7:30  a.m. -5:30  p.m. 

Terrace  Motor  Hotel  Convention  Hall 
Foyer 


Sunday  7:30  a.m. -5:30  p.m. 


Ticket  Sales 

Tickets  may  be  purchased  at  registration  areas 
mentioned  above,  and  also  at  the  following  locations: 

Stephen  F.  Austin  Hotel  Mezzanine 

Sunday  7:30  a.m. -11  a.m. 

Commodore  Perry  Hotel,  Third  Floor  Foyer 
Sunday  11  a.m. -12  Noon 

Messages  and  Information 

Information  may  be  obtained  Thursday,  Friday,  and 
Saturday  from  the  Message  Center  (Foyer  Box 
Office,  Municipal  Auditorium).  The  Message  Center 
(telephone  GR  7-5796)  will  accept  emergency  mes- 
sages for  physicians  and  will  post  lists  of  those 
receiving  such  messages  in  the  meeting  areas  of  the 
headquarters  hotels  and  in  the  Municipal  Audi- 
torium. Physicians  are  asked  to  encourage  their 
office  staffs,  families,  and  patients  to  keep  their 
calls  to  the  Message  Center  to  a minimum  and  to 
check  with  their  offices  and  homes  at  intervals  to 
receive  any  messages.  On  Sunday,  the  Message  Cen- 
ter will  be  located  in  the  Convention  Hall  Foyer, 
TeiTace  Motor  Hotel  (telephone  HI  4-4541). 

A desk  for  infoi-mation  regarding  events,  directions, 
restaurants,  and  historical  places  in  Austin  vill  be 
located  in  the  Lobby  of  the  Municipal  Auditorium 
on  Thursday,  Friday,  and  Saturday. 

The  Travis  County  Medical  Assistants  Society  will 
assist  with  ticket  sales  and  with  infonnation  and 
messenger  seiwice  to  physicians  throughout  the 
session. 

Texas  Medical  Association  will  maintain  offices  in 
the  Green  Room,  Municipal  Auditorium  (telephone 
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Presidents  and  Presidents-Elect 


Dr.  David  Wade 

Austin,  President 
Texas  Medical  Association 


Dr.  James  D.  Murphy 


Fort  Worth,  President-Elect 
Texas  Medical  Association 


Mrs.  Russell  L.  Deter 

El  Paso,  President 
Woman’s  Auxiliary  to  the 
Texas  Medical  Association 


Mrs,  James  A, 
Hallmark 

Fort  Worth,  President-Elect 
Woman’s  Auxiliary  to  the 
Texas  Medical  Association 


GR  7-4809)  and  in  the  East  Room,  Stephen  F. 
Austin  Hotel  ( Steno^aphers’  Room,  telephone 
GR  7-5270),  Mail  and  telegrams  may  be  addressed 
in  care  of  the  Texas  Medical  Association,  1801  North 
Lamar  Boulevard,  Austin,  Texas  78701. 

First  Aid  Supplies 

A physician’s  bag  equipped  with  first  aid  supplies 
will  be  available  at  the  general  registration  desk 
in  the  Lobby,  Municipal  Auditorium,  Thursday, 
Friday,  and  Saturday.  An  equipped  bag  will  be 
available  at  the  general  registration  desk  at  the 
Terrace  Motor  Hotel  on  Sunday. 

The  emergency  room  of  the  Brackenridge  Hospital 
has  been  designated  the  annual  session  emergency 
area  with  a physician  and  ambulance  available  for 
service. 

News  Room  and  TMA  Daily  Bulletin 

A News  Room  will  be  maintained  in  the  West 
Lounge  of  the  Municipal  Auditorium  (telephone 
GR  7-5003). 

Headquarters  for  TMA  Daily  Bulletin  will  be 
in  Room  910  of  the  Driskill  Hotel. 

Stenographers’  Room 

A Stenographers’  Room  will  be  maintained  in  the 
East  Room  of  the  Stephen  F.  Austin  Hotel  (tele- 
phone GR  7-5270). 

Equipment 

Requests  and  problems  involving  equipment  for 
meeting  rooms  may  be  directed  to  the  Green  Room, 
Municipal  Auditorium  (telephone  GR  7-4809)  Thurs- 
day, Friday,  and  Saturday;  and  to  the  Message 
Center,  Convention  Hall  Foyer,  Terrace  Motor  Hotel 
(telephone  HI  4-4541)  on  Sunday. 


SHUTTLE  BUS  SERVICE 

Pharmafac,  Inc.,  Austin,  will  provide  complimen- 
tary bus  service  for  annual  session  registrants. 
Service  will  be  furnished  at  15-minute  intervals  be- 
tween Municipal  Auditorium,  Terrace  Motor  Hotel, 
Stephen  F.  Austin  Hotel,  Driskill  Hotel,  Commodore 


Perry  Hotel,  and  Crest  Hotel  during  the  following 
hours: 

Thursday  11:30  a.m.-6  p.m. 

Friday  8 a.m.-6:30  p.m. 

Saturday  8 a.m.-5:30  p.m. 


HOTELS  AND  MOTELS 

The  Terrace  Motor  Hotel  (1201  South  Congress) 
and  the  Municipal  Auditorium  (South  First  and 
West  Riverside  Drive)  have  been  designated  scientific 
session  headquarters.  The  Stephen  F.  Austin  (701 
Congress)  and  Driskill  Hotels  (117  East  Seventh 
Street)  have  been  designated  House  of  Delegates 
headquarters. 

In  addition  to  the  headquartei’s  hotels,  a partial 
list  of  hotels  and  motels  housing  Association  and 
Auxiliary  members  is  given  below: 

Chariot  Inn,  7300  Interregional  Highway 

Crest  Hotel,  First  at  Congress 

Cross  Country  Inn,  6201  U.  S.  Highway  290 
East 

Downtowner  Motor  Inn,  11th  and  San  Jacinto 
Streets 

Gondolier  Hotel,  1001  South  Interregional 
Highway 

Ramada  Inn  Roadside  Hotels,  5656  Interregion- 
al Highway 

Villa  Capri  Motor  Hotel,  2360  North  Inter- 
regional Highway 


LOCATION  OF  EXHIBIT  AREAS 

AND  MEETING  ROOMS 
OF  HEADQUARTERS  HOTELS 

Scientific  and  Technical  Exhibits  Areas 

Municipal  Auditorium  ( See  Exhibits  Section 
in  this  program) 

Stephen  F.  Austin  Hotel 
(All  meeting  rooms  are  located  on  Mezzanine.) 

Austin  Room  Capitol  Ball  Room 

Ball  Room  East  Room 

Capitol  Room  Sun  Room 
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Commodore  Perry  Hotel 

(With  the  exception  of  those  indicated,  all  meeting 
rooms  are  located  on  the  third  floor) : 

Austin  Club  Flag  Room  (Commodore 

Capitol  Room  Deck  Club),  sixth  floor 

Colonnade  I,  II,  Viceroy  Room 

and  III 

Commodore  Deck  Club 
sixth  floor 


Driskill  Hotel 


(With  the  exception  of  those  indicated,  all  meeting 
rooms  are  located  on  the  Mezzanine) ; 


AGC  Plans  Room 
Caucus  Room 
Civic  Room 
Colonial  Room 
Crown  Room 

(or  Little  Dining 
Room),  lobby  floor 
Crystal  Ballroom 


Driskill  Club 
lobby  floor 
Jim  Hogg  Suite 
Maximilian  Room 
Provincial  Suite 
Rooms  206  and  207 
Travis  Room 


The  following  rooms  are  located  on  the  Mezzanine, 
west  side  of  Auditorium: 

Rooms  4,  6,  8,  10,  12,  and  14 

The  following  rooms  are  located  on  main  floor, 
behind  stage: 

Dressing  Room  1,  2,  and  3 

The  following  rooms  are  located  on  lower  floor, 
south  side  of  Auditorium: 

Dressing  Room  4,  5,  6,  and  7 


AAGP  ACCREDITATION 

Category  II  credit,  houi’-for-hour,  of  program  con- 
tent will  be  granted  to  registrants  by  the  American 
Academy  of  General  Practice  for  attendance  at 
scientific  lectures  of  the  Texas  Medical  Association 
annual  session.  To  insure  credit,  report  hours  direct- 
ly to  the  Texas  Academy  of  General  Practice,  1905 
North  Lamar  Blvd.,  Austin. 


Terrace  Motor  Hotel 


The  following  meeting  rooms  are  located  on  the 
street  level  of  the  Convention  Hall : 


Ballroom 

Coronado 

Madrid 

Marquise 

Matador 

Normandy 


Persian 

Petite 

Regency 

Savoy 

Venetian 

Viking 


The  following  meeting  rooms  are  located  on  the 
second  floor  of  the  Convention  Hall : 

Chateau  Gateway  Pavilion 

The  following  meeting  rooms  are  located  on  the 
street  level  of  Summer  House  Hall: 

Florentine  Ming 

Milan  Pagoda 

The  following  meeting  rooms  are  located  on  the 
street  level  of  Herrin  Hall : 

Herrin  Hall  A,  B,  C,  and  D 

(Herrin  Hall  is  approximately  50  yards  west  of 
Convention  Hall.) 


Municipal  Auditorium 

Scientific  Exhibit  Hall,  main  floor 
Technical  Exhibit  Hall,  main  floor 
Theater,  main  floor 
Room  1,  main  floor,  east  side  of  stage 
Room  2,  main  floor,  west  side  of  stage 
Rathskeller,  lower  floor 
Banquet  Room,  lower  floor 
East  Lounge,  Mezzanine,  east 
West  Lounge,  Mezzanine,  west 
Green  Room,  main  floor,  behind  stage 

The  following  rooms  are  located  on  the  Mezzanine, 
east  side  of  Auditorium: 

Rooms  3,  5,  7,  9,  11,  and  15 


CLOSED  CIRCUIT  TELEVISION 

Two  annual  session  topics  will  be  presented  via 
closed-circuit  television  to  registrants.  Eidophor,  the 
large-screen,  color  system  developed  by  Ciba  Phar- 
maceutical Company,  Summit,  N.  J.,  will  be  utilized 
to  transmit  the  presentation  of  John  Autian,  Ph.D., 
Director,  Drug-Plastic  Research  and  Toxicology 
Laboratories,  Balcones  Research  Center,  The  Uni- 
versity of  Texas,  and  Dr.  Harris  B.  Shumacker,  Jr., 
Professor  and  Chairman,  Department  of  Surgery, 
Indiana  University  School  of  Medicine,  Indiana- 
polis. 

Friday  at  11  a.m.,  in  a general  meeting  session. 
Dr.  Autian  will  discuss  “Plastics  in  Medicine.”  Dr. 
Shumacker  will  discuss  “Is  the  Implantable  Me- 
chanical Heart  Just  Around  the  Comer?”  Saturday, 
11  a.m.,  before  a general  meeting  session.  Both  tele- 
vision presentations  may  be  seen  in  the  Theater  of 
the  Municipal  Auditorium.  By  a two-way  audio 
system,  the  audience  will  be  given  an  opportunity 
to  direct  questions  to  the  speakers. 


WOMAN'S  AUXILIARY 
HEADQUARTERS 


Business,  social,  and  educational  sessions  of  the 
Woman’s  Auxiliary  to  the  Texas  Medical  Associa- 
tion will  be  held  at  the  Commodore  Perry  Hotel, 
800  Brazos  Street. 


SPECIAL  PROGRAMS 


In  conjunction  with  the  programs  of  the  scientific 
sections  and  related  organizations,  the  following 
special  programs  will  be  offered : 

Conference  on  Physicians  and  Schools,  Thursday, 
9 a.m. -4  p.m..  Room  2,  Municipal  Auditorium. — A 
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new  from  Ames 
5 basic  uro-analytical 
facts  in  30  seconds 


Labstix 

BRAND  REAGENT  STRIPS 

...broadest  urine  screening  possible  from 
a single  reagent  strip 

Urine  test  results  with  Labstix  Reagent  Strips  can  represent 
significant  guides  to  differential  diagnosis  or  therapy  in  many 
conditions.  An  unexpected  “positive"  may  enable  you  to  detect 
hidden  pathology  — long  before  more  recognizable  symptoms 
become  evident.  Negative  results,  which  permit  you  to  rule  out 
abnormalities  in  a broad  clinical  range,  can  serve  as  baseline 
values  for  reference  in  future  examinations.  The  5 colorimetric 
test  areas  encompassed  on  Labstix  Reagent  Strips  are: 

pH  — values  are  read  numerically  in  the  essential  range 
of  pH  5 to  pH  9. 

Protein— results  are  read  either  in  the  “plus”  system  or  in 
mg.  % in  amounts  approximating  “trace,”  30, 100,  300,  and  over 
1000  mg.  %. 

Glucose  — provides  a “Yes-or-No”  answer  for  urine  “sugar  spill.” 

Ketones— detects  ketone  bodies  in  urine  — both  acetoacetic 
acid  and  acetone.  Reacts  with  as  little  as  5 to  10  mg.  % 
of  acetoacetic  acid. 

Occult  Blood— specific  test  for  intact  red  cells,  hemoglobin  or 
myoglobin.  Results  are  read  as  negative,  small,  moderate  or  large 
amounts. 

Now  a Clear  Reagent  Strip  of  Firm  Construction 
...facilitates  handling  during  testing  procedure.  Excellent  color 
contrast  made  possible  by  the  clear  plastic  strip,  together  with  the 
clearly  defined  color  charts  provided,  permits  precise,  reproducible 
colorimetric  readings  in  all  5 test  areas.  A more  definitive  inter- 
pretation of  uro-analytical  facts  is  made  possible. 

Available:  Labstix  Reagent  Strips,  bottles  of  100 
are  supplied  with  each  bottle). 


(color  charts 


AIVIES 


Ames  Company,  inc.,  Elkhart,  Indiana 


08165 


conference  on  the  emotional  growth  of  the  child 
and  the  role  of  local  school  health  councils  will  be 
sponsored  by  the  Texas  Medical  Association’s 
Committee  on  School  Health. 

Texas  Academy  of  General  Practice  Seminar,  “The 
Severely  Injured  Patient,”  Thursday,  12:30-5:30 
p.m..  Theater,  Municipal  Auditorium. — The  Semi- 
nar is  sponsored  by  the  Texas  Academy  of  Gen- 
eral Practice. 

Symposium  on  Cardiovascular  Diseases,  Thursday, 
2:30-5  p.m..  Rooms  3 and  5,  Municipal  Audi- 
torium.— The  Symposium  is  sponsored  by  the  Tex- 
as Medical  Association’s  Committee  on  Cardio- 
vascular Diseases  in  cooperation  with  the  Texas 
Heart  Association. 

Symposium  on  Alcoholism,  “Types  of  Alcoholics,” 
Thursday,  8 p.m..  Crystal  Ballroom,  Driskill  Hotel. 
— The  Symposium  is  sponsored  by  the  Texas  Com- 
mission on  Alcoholism  and  The  University  of 
Texas. 

Symposium  on  Cerebral  Palsy,  Saturday,  8 a.m.- 
5 p.m..  Room  14,  Municipal  Auditorium. — A sym- 
posium on  “Children’s  Learning  Problems  Due  to 
Neurologic  Dysfunction”  will  be  sponsored  by 
United  Cerebral  Palsy  of  Texas,  Inc. 

Luncheon  Programs.- — Three  luncheon  programs 
have  been  planned: 

General  Meeting  Luncheon,  Friday,  “Future  of 
the  Private  Practitioner,”  Mr.  Clayton  L.  Scrog- 
gins, Cincinnati,  12:30  p.m..  Banquet  Room,  Muni- 
cipal Auditorium.  Speaker  is  sponsored  by  Texas 
Society  of  Internal  Medicine,  Inc. 

Annual  Luncheon,  Saturday,  an  address  by  the 
Governor  of  the  State  of  Texas,  The  Honorable 
John  B.  Connally,  12:30  p.m..  Banquet  Room, 
Municipal  Auditorium.  Speaker  is  sponsored  by 
Texas  Medical  Association. 

Association  Luncheon,  Sunday,  “New  Frontiers 
in  Religion  and  Medicine,”  The  Reverend  Granger 
E.  Westberg,  Houston,  12  Noon,  Colonnade  II  and 
III,  Commodore  PeiTy  Hotel.  Speaker  is  spon- 
sored by  the  Texas  Medical  Association  Committee 
on  Medicine  and  Religion. 

Members  of  the  Association  and  Auxiliary  and 
guests  are  invited.  Tickets  will  be  required  for 
admittance,  and  they  will  be  on  sale  in  the  registra- 
tion area.  Tickets  for  the  Friday,  Saturday,  and 
Sunday  luncheons  are  $3.25  each. 


ENTERTAINMENT 

Texas  Medical  Association  Dance 

A dance  for  all  members,  wives,  and  guests  of  the 
Texas  Medical  Association  will  be  held  Satui'day  at 
8:30  p.m.  in  the  Ballroom  of  the  Terrace  Motor 
Hotel.  Henry  King  and  his  Orchestra  will  provide 
music.  For  those  desiring  breakfast,  the  ’Terrace 
Summer  House  Restaurant  will  remain  open  until 
12  Midnight.  The  dance  will  be  immediately  preceded 
by  alumni  and  fraternity  parties. 

Tickets  at  $7  each  may  be  secured  from  the  ticket 
sales  desk  in  the  registration  areas. 


Dr.  Walter  F.  Reifslager,  Jr.,  720  West  34th  Street, 
Austin,  is  in  charge  of  arrangements. 

Past  Presidents  Association  and  Fifty  Year  Club 

Members  of  the  Past  Presidents  Association  and  of 
the  Fifty  Year  Club  will  be  honored  Sunday  at  the 
Association  Luncheon.  Tables  have  been  reseiwed 
for  members  and  their  wives.  The  luncheon  will  be 
held  at  12  Noon  in  Colonnade  II  and  III  of  the 
Commodore  Peri-y  Hotel.  Tickets  at  $3.25  each  will 
be  on  sale  in  the  registration  areas. 

Alumni  Events 

Alumni  events  scheduled  are  being  arranged  under 
the  general  direction  of  Dr.  Robert  A.  Dennison  of 
Austin.  All  events  are  scheduled  in  the  Terrace 
Motor  Hotel.  Tickets  will  be  on  sale  in  the  registra- 
tion area  (lobby.  Municipal  Auditorium).  Most  of 
the  alumni  functions  immediately  precede  the  Texas 
Medical  Association  dance  which  will  be  held  Satur- 
day, 8:30  p.m..  Ballroom,  Terrace  Motor  Hotel. 
Events  planned,  location,  time,  and  person  in  charge, 
are  as  follows: 

Southwestern  Medical  School,  Dallas,  Cocktail 
Party,  Saturday,  Madrid  Room,  6:30-8:30  p.m. 
Dr.  Ted  L.  Edwards  and  Dr.  R.  Maurice  Hood, 
Austin,  in  charge. 

Tulane  University  School  of  Medicine,  New  Or- 
leans, Cocktails  and  Buffet,  Saturday,  Viking 
Room,  6:30-8:30  p.m.  Dr.  Grover  L.  Bynum,  Jr., 
Austin,  and  Dr.  Daniel  B.  Powell,  Jr.,  Austin, 
in  charge. 

University  of  Texas  Medical  Branch,  Galveston, 
Cocktail  Party,  Saturday,  Coronado  and  Mar- 
quise Rooms,  6:30-8:30  p.m.  Miss  Mildred  M. 
Robertson,  University  of  Texas  Medical  Branch 
Alumni  Association,  Galveston,  and  Dr.  John  W. 
Buchanan,  Jr.,  Austin,  in  charge. 

University  of  Virginia  School  of  Medicine,  Char- 
lottesville, “Dutch  Treat”  Cocktails  and  Buffet, 
Thursday,  Pagoda-Ming  Rooms,  6:30  p.m.  Dr. 
Warren  J.  Raymer,  Houston,  and  Mr.  William 
Booth,  Charlottesville,  Va.,  in  charge. 

Alumni  Association 

Officers  and  Board  of  Trustees,  University  of  Texas 
Medical  Branch  Alumni  Association,  will  meet 
Friday,  3 p.m.,  Persian  Room,  Terrace  Motor  Hotel. 
Hotel. 

Women  Physicians 

Texas  Women  Physicians  Association  will  meet  Sun- 
day, 7:30  a.m..  Colonial  Room,  Driskill  Hotel.  Tic- 
kets will  be  on  sale  in  the  registration  area  and  at 
the  door  of  the  Colonial  Room.  Dr.  Elizabeth  Pater- 
son, Austin,  is  in  charge  of  arrangements. 

Sports 

A golf  tournament  will  be  held  Thursday  at  the 
Morris  Williams  Golf  Course,  4305  Manor  Road. 
Entrants  must  tee  off  prior  to  12  Noon.  Net  scores 
will  be  calculated  by  the  Calloway  system.  Cun-ent 
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Handicaps  will  not  be  necessary.  Prizes  will  be  pre- 
sented for  low  gross  and  low  net  scores. 

Dr.  Earl  L.  Yeakel,  2901  Red  River,  Austin,  is 
chairman  in  charge  of  sports  events  and  is  handling 
arrangements  for  the  golf  tournament. 

A tennis  tournament  will  be  held  Thursday  begin- 
ning at  10  a.m.  at  the  Caswell  Tennis  Courts,  West 
24th  Street  and  Lamar  Boulevard. 

Entrants  must  preregister  to  qualify.  Requests 
for  registration  should  be  directed  to  the  tennis 
chairman.  Dr.  Robert  M.  Rothen,  3006  Red  River, 
Austin  78705,  and  should  indicate  desire  to  play 
singles,  doubles,  or  both.  Prizes  and  trophies  for 
the  singles  champion  and  the  runner-up,  and  for 
the  doubles  champions  will  be  given. 

Information  regarding  sports  events  may  be 
obtained  from  the  sports  events  desk  located  in  the 
lobby,  Municipal  Auditorium. 


BUSINESS  ACTIVITIES 

House  of  Delegates 

The  three  sessions  of  the  House  of  Delegates  will 
be  held  as  follows  in  the  Capitol  Ball  Room  of  the 
Stephen  F.  Austin  Hotel: 

Thursday  2 p.m. 

Friday  7:30  p.m. 

Sunday  8 a.m. 

A breakfast  for  the  House  of  Delegates  will  be  held 
at  7:30  a.m.  Saturday  in  the  Capitol  Ball  Room  of 
the  Stephen  F.  Austin  Hotel. 

The  agenda,  with  reports  and  resolutions  available 
at  press  time  and  a list  of  officers  and  committees, 
are  included  in  a Handbook  for  Delegates  and  may 
be  obtained  by  others  upon  request.  All  members  of 
the  Association  may  attend  meetings  of  the  House, 
but  may  not  participate  in  discussion  or  voting 
unless  they  are  designated  as  delegates.  However, 
all  members  of  the  Association  have  the  privilege 
of  appearing  before  reference  committees  of  the 
House  of  Delegates  in  support  of  or  in  opposition 
to  any  proposal. 

Reference  Committees 

Reference  committees  will  hold  their  first  meetings 
to  consider  business  assigned  to  them  by  the  Speaker 
of  the  House  of  Delegates  at  7:30  p.m.  Thursday. 
Additional  meetings  will  be  at  such  other  times  as 
the  chairmen  of  the  committees  find  necessary. 
Meeting  places  other  than  the  first  meeting  will  be 
assigned  at  the  Message  Center  in  the  Municipal 
Auditorium.  Committee  chainnen  are  urged  to  in- 
form the  Message  Center  staff  when  they  have 
called  meetings  so  that  inquiries  may  be  answered. 
Meetings  of  reference  committees  Thursday  at  7:30 
p.m.  will  be  held  in  the  Driskill  Hotel  as  follows: 

Board  of  Councilors,  Maximilian  Room 
Board  of  Tnistees,  Provincial  Suite 
Constitution  and  Bylaws,  Travis  Room 
Legislation,  Colonial  Room 
Medical  Service  and  Insurance,  Caucus  Room 


Miscellaneous  Business,  Room  207 
Public  Relations,  Civic  Room 
Reports  of  Officers  and  Committees, 

AGC  Plans  Room 
Scientific  Work,  Room  206 

Chairmen  of  reference  committees  are  asked  to  at- 
tend a luncheon  meeting  Avith  the  Speaker  of  the 
House  of  Delegates  at  12  Noon,  Thursday,  in  the 
Sun  Room  of  the  Stephen  F.  Austin  Hotel  to  discuss 
procedui’es  and  to  expedite  business. 

Board,  Council,  and  Committee  Meetings 

A number  of  Texas  Medical  Association  board, 
council,  and  committee  meetings  are  being  scheduled 
during  the  annual  session.  Those  scheduled  at  press 
time  follow: 


Wednesday 

4:30 

p.m. 

Committee  on  Nursing  (dinner).  Sun 
Room,  Stephen  F.  Austin  Hotel. 

6:30 

p.m. 

Board  of  Trustees  (dinner).  Provin- 
cial Suite,  Driskill  Hotel. 

6:30 

p.m. 

Committee  on  Mental  Health  (din- 
ner), Canaletto  East  Room,  Gondolier 
Motor  Hotel. 

6:30 

p.m. 

Council  on  Constitution  and  Bylaws 
(dinner),  Travis  Room,  Driskill  Hotel. 

7:00 

p.m. 

Committee  on  Cardiovascular  D i s - 
eases  (dinner).  Caucus  Room,  Driskill 
Hotel. 

7:00 

p.m. 

Committee  on  Health  Insurance  (din- 
ner), Colonial  Room,  Driskill  Hotel. 

7:00 

p.m. 

Committee  on  Medical  Careers  (din- 
ner), Civic  Room,  Driskill  Hotel. 

Thursday 

7:00 

a.m. 

Council  on  Medical  Education  and 
Hospitals  (breakfast).  Civic  Room, 
Driskill  Hotel. 

7:00 

a.m. 

Council  on  Scientific  Advancement 
(breakfast).  Sun  Room,  Stephen  F. 
Austin  Hotel. 

7:30 

a.m. 

Committee  on  Aging  (breakfast). 
Room  207,  Driskill  Hotel. 

8:00 

a.m. 

Committee  on  Disaster  Medical  Care 
(breakfast).  Caucus  Room,  Driskill 
Hotel. 

8:00 

a.m. 

Council  on  Medical  Service  and  In- 
sui’ance  (breakfast).  Room  206,  Driskill 
Hotel. 

8:00 

a.m. 

Council  on  Public  Relations  and  Pub- 
lic Service  (breakfast),  Austin  Room, 
Stephen  F.  Austin  Hotel. 

8:30 

a.m. 

Council  on  Medical  Jurisprudence, 
Travis  Room,  Driskill  Hotel. 

9:30 

a.m. 

Board  of  Councilors,  Maximilian 
Room,  Driskill  Hotel. 

9:30 

a.m. 

Committee  on  Athletics,  Little  Dining 
Room,  Driskill  Hotel. 
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12  Noon  Council  on  Annual  Session  (luncheon), 
Rooms  10  and  12,  Municipal  Audi- 
torium. 


Friday 
8:00  a.m. 

8:00  a.m. 


11:00  a.m. 
3:00  p.m. 


Committee  on  Association  Insurance 
Programs  (breakfast).  Civic  Room, 
Driskill  Hotel. 

Committee  on  Transportation  Safety 
(breakfast).  Pagoda  Room,  Terrace 
Motor  Hotel. 

Committee  on  Cancer,  Travis  Room, 
Driskill  Hotel. 

Committee  on  Medical  History,  Civic 
Room,  Driskill  Hotel. 


Saturday 
7:00  a.m. 

7:30  a.m. 

7:30  a.m. 

7:30  a.m. 
8:30  a.m. 

11:00  a.m. 
12  Noon 
2:00  p.m. 
6:30  p.m. 

7:00  p.m. 


Sunday 
7:00  a.m. 

9:00  a.m. 


Committee  on  School  Health  (break- 
fast) , Travis  Room,  Driskill  Hotel. 
Committee  on  Military  and  Veterans 
Affairs  (breakfast).  Sun  Room,  Ste- 
phen F.  Austin  Hotel. 

Committee  on  Physicians  Benevolent 
Fund  (breakfast).  Colonial  Room, 
Driskill  Hotel. 

Committee  on  Professional  Insurance 
(breakfast).  Room  206,  Driskill  Hotel. 
Committee  on  Maternal  Health 
(breakfast).  Caucus  Room,  Driskill 
Hotel. 

Committee  on  Contract  Medicine,  Room 
207,  Driskill  Hotel. 

Committee  on  Public  Health  (lunch- 
eon), Civic  Room,  Driskill  Hotel. 
Committee  on  Rural  Health,  Travis 
Room,  Driskill  Hotel. 

Committee  on  Medical  History  (din- 
ner), Pavilion  Room,  Terrace  Motor 
Hotel. 

Committee  on  Nuclear  Medicine  (din- 
ner), Pavilion  Room,  Terrace  Motor 
Hotel. 


Committee  on  Tuberculosis  (break- 
fast), Chateau  Room,  Terrace  Motor 
Hotel. 

Committee  on  Transportation  Safety 
(brealcfast),  Florentine  Room,  Terrace 
Motor  Hotel. 


County  Medical  Society  Mental  Health  Chairmen 

The  Chairmen  of  County  Medical  Society  Commit- 
tees on  Mental  Health  will  meet  Saturday,  8 a.m., 
for  a breakfast  session  in  Suite  202,  Crest  Hotel. 

TEXPAC  Breakfast 

The  Texas  Political  Action  Committee  will  meet  for 
a breakfast  session  Friday  at  7:30  a.m.  in  the 
Capitol  Ball  Room  of  the  Stephen  F.  Austin  Hotel. 
All  registrants  are  invited  to  attend  the  breakfast. 
Tickets  may  be  secured  in  the  registration  area  and 
from  local  TEXPAC  chaiiTnen. 


Blue  Cross-Blue  Shield  Breakfast 

Blue  Cross-Blue  Shield  of  Texas  will  have  a break- 
fast for  members  of  the  House  of  Delegates  on 


Saturday  at  7 :30  a.m.  in  the  Capitol  Ball  Room  of 
the  Stephen  F.  Austin  Hotel. 


ANNUAL  SESSION  COMMITTEES 

Members  of  the  Council  on  Annual  Session,  who 
have  coordinated  plans  for  the  annual  session,  are 
Drs.  Herman  C.  Sehested,  Fort  Worth,  Chairman; 
Dennis  M.  Voulgaris,  Wharton;  John  C.  Meadows, 
Jr.,  San  Antonio;  John  W.  Chriss,  Corpus  Christi; 
Alice  Smith,  Dallas;  O.  A.  Fly,  Jr.,  Houston;  Guy 
T.  Denton,  Jr.,  Dallas;  David  Wade,  Austin,  Presi- 
dent (ex  officio)  ; and  Mr.  C.  Lincoln  Williston, 
Austin,  Executive  Secretary  (ex  officio).  Mrs.  Dale 
Willimack,  Austin,  serves  as  Coordinator  of  Annual 
Session. 

The  Committee  on  General  Arrangements  for 
the  1966  annual  session,  all  members  from  the 
Travis  County  Medical  Society,  includes  Dr.  Daniel 
B.  Powell,  Jr.,  general  chairman,  and  the  follow- 
ing subcommittee  chairmen: 

Dr.  John  P.  Schneider  (vice  chairman) 

Dr.  Robert  A.  Dennison  (alumni  and  fraternities) 
Dr.  Walter  F.  Reifslager,  Jr.  (entertainment) 

Dr.  Joe  W.  Bailey  (first  aid) 

Dr.  Harriss  Williams  (housing  and 
transportation ) 

Dr.  Albert  Vickers  (housing  and  transportation) 
Dr.  Walter  E.  Sjoberg  (information) 

Dr.  Truman  N.  Morris  (memorial  seiwice) 

Dr.  Joe  Thorne  Gilbert  (public  lectures) 

Dr.  Eugene  P.  Schoch,  Jr.  (publicity) 

Dr.  John  Vineyard  (scientific  and  technical 
exhibits) 

Dr.  Homer  R.  Goehrs  (scientific  and  technical 
exhibits) 

Dr.  Earl  L.  Yeakel,  Jr.  (sports) 

Mr.  John  N.  Kemp  is  Executive  Director  of  the 
Travis  County  Medical  Society.  Texas  Medical  Asso- 
ciation staff  members  assisting  with  phases  of  the 
annual  session  include:  Mr.  Donald  M.  Anderson, 
Assistant  Executive  Secretary,  hotels  and  equip- 
ment; Mr.  Jon  Hornaday,  publicity  and  public  re- 
lations; Mr.  Dale  Werner,  scientific  and  technical 
exhibits;  and  Miss  Pauline  Duffield,  memorial  serv- 
ice and  film  program. 

Mrs.  Robert  G.  Farris  of  Austin  is  convention 
chairman  for  the  Woman’s  Auxiliary.  Mrs.  Martha 
James  is  staff  secretary  for  the  Auxiliary. 


ALSO  WATCH  FOR— 

TMA  DAILY  BULLETIN  to  be  distributed  at  the 
session. 

Memorial  Service  program,  with  names  of  those 
paid  tribute,  to  be  distributed  at  the  seiwice. 

Handbook  for  Delegates,  containing  agenda  of 
House  of  Delegates,  annual  reports  of  committees, 
and  officer  and  committee  lists,  available  for  dis- 
tribution at  registration. 

Woman’s  Auxiliary  Program,  containing  conven- 
tion details,  to  be  distributed  at  Auxiliary  regis- 
tration at  Commodore  Perry  Hotel  and  Municipal 
Auditorium. 
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In  anxiety 
states: 

B and  C 
vitamins 
are  therapy 


Stress  formula  vitamins  are  an  important  supportive  measure  in  main- 
taining the  nutritional  status  of  the  emotionally  disturbed  patient.  With 
STRESSCAPS,  B and  C vitamins  are  present  in  therapeutic  amounts  to  meet 
increased  metabolic  demands.  Patients  with  anxiety,  and  many  others  under- 
going physiologic  stress,  may  benefit  from  vitamin  therapy  with  STRESSCAPS. 


Each  capsule  contains: 

Vitamin  B i (asThiamine  Mononitrate)  10  mg. 


Vitamin  B2  (Riboflavin)  10  mg. 

Niacinamide  100  mg. 

Vitamin  C (Ascorbic  Acid)  300  mg. 

Vitamin  86  (Pyridoxine  HCI)  2 mg. 

Vitamin  Bi  2 Crystalline  4 mcgm. 

Calcium  Pantothenate  20  mg. 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  defi- 
ciencies. Supplied  in  decorative  “re- 
minder” jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


Speakers 


Dr.  Thomas  L.  Ball 


GUEST  SPEAKERS 


Dr.  Richard  J.  Allen 

Director,  Pediatric-Neurology  Unit, 
University  Hospital,  University  of 
Michigan  Medical  School,  Ann  Ar- 
bor, Mich. 


Psychomotor  Seizures  and  Disorders  of  Behavior  in  Temporal 
Lobe  Defects  of  Childhood,  Section  on  Nervous  and  Mental 
Diseases,  Friday,  3-3:30  p.m. 

Differential  Diagnosis  of  Phenylalaninemia  in  Early  Infancy 
and  Possible  Central  Nervous  System  Effects,  Section  on 
Pediatrics,  Saturday,  3-3 :30  p.m. 

Diagnosis  and  Treatment  of  Brain  Stem  Gliomas  in  Children, 
Section  on  Nervous  and  Mental  Diseases,  Saturday,  4 :30- 
5 p.m. 

Sponsor:  Robert  G.  Farris,  Austin. 

Cosponsor:  Sheff  D.  Olinger,  Jr.,  Dallas. 

Guest  of  Texas  Neuropsychiatric  Association. 


Dr.  William  A.  Altemeier 

Christian  R.  Holmes  Professor  of 
Surgery  and  Chairman,  Department 
of  Surgery,  University  of  Cincinnati 
College  of  Medicine,  Cincinnati. 


Thirteen  Years*  Experience  with  the  One-Stage  Perineal  Repair 
of  Prolapse  of  the  Rectum,  Texas  Proctologic  Society, 
Thursday,  10:30-11  a.m. 

Postoperative  Wound  Infections:  A Study  of  Their  Nature  and 
Causes,  General  Meeting,  Friday,  10-10  :25  a.m. 

Problems  in  the  Surgical  Management  of  Hyperparathyroidism, 
Section  on  Surgery,  Friday,  3-3  :30  p.m. 

Sepsis,  Antisepsis,  and  Asepsis,  Committee  on  Medical  History, 
Texas  Medical  Association,  Saturday,  6:30  p.m. 

Sponsor:  John  F.  Thomas,  Austin. 

Cosponsor:  William  A.  Hibbert,  Jr.,  Austin. 

Guest  of  Texas  Division,  American  Cancer  Society. 


John  Autian,  Ph.D. 

Director,  Drug-Plastic  Research  and 
Toxicology  Laboratories,  Balcones 
Research  Center,  The  University  of 
Texas  : Professor  of  Pharmacy,  Col- 
lege of  Pharmacy,  The  University 
of  Texas,  Austin. 


Plastics  in  Medicine,  General  Meeting,  Friday,  11  a.m. -12  Noon. 
The  World  of  Plastics  in  Medical  Practice,  Section  on  General 
Practice,  Saturday,  2:30-3  p.m. 

Sponsor:  Leonard  C.  Paggi,  Austin. 

Guest  of  Section  on  General  Practice,  Texas  Medical  Association. 


Associate  Clinical  Professor  of  Ob- 
stetrics and  Gynecology,  University 
of  California  at  Los  Angeles  Center 
for  the  Health  Sciences,  Los  An- 
geles. 


Pediati'ic  Gynecology  for  the  Generalist,  Section  on  General 
Practice,  Friday,  2 :30-3  p.m. 

Surgical  Revision  of  Operative  Failures  in  the  Surgery  of 
Urinary  Stress  Incontinence,  Section  on  Obstetrics  and 
Gynecology,  Friday,  4-4  :30  p.m. 

Routine  and  Sequence  of  a Cancer  Detection  Program  for 
Female  Pelvic  Cancer  by  the  Generalist,  Section  on  General 
Practice,  Saturday,  3 :30-4  p.m. 

Sponsor:  Emerson  K.  Blewett,  Austin. 

Cosponsor:  William  F.  McLean,  Austin. 

Guest  of  Section  on  General  Practice,  Texas  Medical  Association. 


Dr.  Kenneth  T.  Bird 

Massachusetts  General  Hospital, 
Boston. 


Some  Common  Manifestations  of  Unusual  Pulmonary  Diseases, 
Section  on  Internal  Medicine,  Friday,  3-3  :30  p.m. 

“Pearls”  of  Progress  in  Pulmonary  Disease  (Panel).  Section  on 
Internal  Medicine,  Friday,  4-5  p.m. 

Miliary  Lung  Disease,  Section  on  Pediatrics,  Saturday,  4- 
4 :30  p.m. 

Iatrogenic  Pulmonary  Disease,  Texas  Chapter,  American  College 
of  Chest  Physicians,  Sunday,  10:30-11  a.m. 

Sponsor:  Walter  Donald  Roberts,  Austin. 

Cosponsor:  Lloyd  J.  Gregory,  Houston. 

Guest  of  Section  on  Internal  Medicine,  Texas  Medical  Asso- 
ciation. 


Dr.  C.  H.  Hardin  Branch 

Professor  and  Chairman,  Depart- 
ment of  Psychiatry,  University  of 
Utah  College  of  Medicine,  Salt  Lake 
City. 


Why  Do  Patients  Become  Incapacitated  ? Section  on  Nervous 
and  Mental  Diseases,  Friday,  4-4  :30  p.m. 

Management  of  Obesity,  Refresher  Course,  Saturday,  S :30- 
9 :45  a.m. 

Defects  in  Undergraduate  Psychiatric  Education.  Section  on 
Nervous  and  Mental  Diseases,  Saturday,  3-3  :30  p.m. 

Sponsor:  Walter  Reifsiager,  Austin. 

Cosponsor:  Perry  C.  Talkington.  Dallas. 

Guest  of  Section  on  Nervous  and  Mental  Diseases,  Texas  Medical 
Association. 
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Dr.  J.  Lamar  Callaway 

Professor  of  Dennatology,  Duke 
University  School  of  Medicine,  Dur- 
ham, N.C. 


Dr.  Jason  H.  Collins 

Clinical  Professor  of  Obstetrics 
and  Gynecology,  Tulane  University 
School  of  Medicine,  New  Orleans. 


Management  of  Common  Dermatologic  Problems,  Refresher 
Course,  Friday,  8:30-9:45  a.m. 

Methotrexate  Treatment  of  Psoriasis,  Texas  Dermatological 
Society,  Saturday,  9-9:40  a.m. 

Sponsor : M.  Allen  Forbes,  Austin. 

Cosponsor:  Mac  Brannen,  Austin. 

Guest  of  Texas  Dermatological  Society  and  Texas  Medical  Asso- 
ciation. 


Suppurative  Pelvic  Thrombophlebitis,  Section  on  Surgery,  Fri- 
day, 4-4:35  p.m. 

Management  of  Eclampsia,  Refresher  Course,  Saturday,  8:30- 
9 :45  a.m. 

Cancer  of  the  Vulva,  Section  on  Obstetrics  and  Gynecology, 
Saturday,  4:15-4:45  p.m. 

Sponsor:  William  B.  Hahn,  Austin. 

Cosponsor : Harold  W.  Brumley,  Austin. 

Guest  of  Texas  Division,  American  Cancer  Society. 


Dr.  Ralph  J.  Caparosa 

Clinical  Assistant  Professor  of  Oto- 
iaryngology.  University  of  Pitts- 
burgh School  of  Medicine,  Pitts- 
burgh. 


Management  of  Facial  Nerve  Paralysis,  Texas  Otolaryngological 
Association,  Friday,  10-10  :45  a.m. 

Diagnosis  and  Treatment  of  Meniere’s  Disease,  Section  on  Oto- 
laryngology, Friday,  3 :15-3  :45  p.m. 

Obliterative-Type  Tympanomastoidectomy,  Texas  Otolaryngologi- 
cal Association,  Saturday,  10-10 :45  a.m. 

Dizzy  Patient — A Critical  Evaluation,  Section  on  Otolaryngology, 
Saturday,  3 :30-4  :30  p.m. 

Sponsor:  James  T.  Paul  Robison,  Austin. 

Cosponsor:  Lloyd  A.  Storrs,  Lubbock. 

Guest  of  Section  on  Otolaryngology,  Texas  Medical  Association. 


Dr.  Alvin  J.  Cummins 

Professor  of  Medicine,  University 
of  Tennessee  College  of  Medicine, 
Memphis. 


Clinical  Considerations  of  Juvenile  Cirrhosis,  General  Meeting, 
Friday,  10:30-10:55  a.m. 

Current  Concepts  of  Gastric  Analysis,  Section  on  Digestive 
Diseases,  Friday,  3 :20-3  :40  p.m. 

The  Malabsorption  Syndrome  (Panel),  Joint  Session,  Sections 
on  Digestive  Diseases,  Internal  Medicine,  and  Radiology, 
Saturday,  3:05-3:20  p.m. 

Sponsor:  Ted  L.  Edwards,  Jr.,  Austin. 

Cosponsor:  O.  Roger  Hollan,  San  Antonio. 

Guest  of  Section  on  Digestive  Diseases,  Texas  Medical  Associa- 
tion. 


Dr.  Benjamin  Castleman 

Chief,  Department  of  Pathology, 
Massachusetts  General  Hospital, 
Boston. 


Polypoid  Lesions  of  the  Gastrointestinal  Tract,  Section  on 
Pathology,  Friday,  2 :60-3  :20  p.m. 

Hyperparathyroidism,  Section  on  Pathology,  Friday,  3 :40- 
4 :10  p.m. 

Tumors  of  the  Thymus  Gland,  (Hendricks  Memorial  Lecture), 
Texas  Chapter,  American  College  of  Chest  Physicians, 
Sunday,  11:15  a.m. -12:16  p.m. 

Pulmonary  Alveolar  Proteinosis,  Texas  Chapter,  American  Col- 
lege of  Chest  Physicians,  Sunday,  2 :30-2  :55  p.m. 

Sponsor:  James  E.  Kreisle,  Austin. 

Cosponsor:  Waiter  K.  Long,  Austin. 

Guest  of  Texas  Chapter,  American  College  of  Chest  Physicians, 
and  Section  on  Pathology,  Texas  Medical  Association. 


Dr.  Edward  P.  Didier 

Consultant  in  Anesthesiology,  Mayo 
Clinic,  Rochester,  Minn. 


Insights  in  the  Evaluation  and  Management  of  Postoperative 
Patients,  Section  on  General  Practice,  Saturday,  4 :30-5  p.m. 
Anesthesia  for  the  Poor-Risk  Pulmonary  Patient,  Texas  Society 
of  Anesthesiologists,  Sunday,  10-10:30  a.m. 

The  Nurse  Anesthetist — Pro  and  Con  (Panel),  Texas  Society  of 
Anesthesiologists,  Sunday,  11  a.m. -12  Noon. 

Sponsor:  B.  O.  White,  Austin. 

Cosponsor : Earl  L.  Yeakel,  Austin. 

Guest  of  Texas  Society  of  Anesthesiologists  and  Texas  Medical 
Association. 
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Dr.  William  K.  Jordan 


Dr.  Robert  W.  Hollenhorst 

Professor  of  Ophthalmology,  Mayo 
Graduate  School  of  Medicine,  Uni- 
versity of  Minnesota,  Rochester, 
Minn. 


A Course  in  Ophthalmology  Office  Procedures,  Refresher  Course 
(primarily  for  non-ophthalmologists),  Friday,  8:30-9:45  a.m. 
New  Data  on  Retinal  Arterioles,  Section  on  Ophthalmology, 
Friday,  3-3  :50  p.m. 

Differential  Diagnosis  of  Nystagmus,  Section  on  Ophthalmology, 
Saturday,  4:10-5  p.m. 

Ophthalmodynamometry,  Section  on  Ophthalmology,  Saturday, 
2:30-3:20  p.m. 

Sponsor : Frank  H.  Gregg,  Austin. 

Cosponsor:  Jack  B.  Lee,  San  Antonio. 

Guest  of  Section  on  Ophthalmology,  Texas  Medical  Association. 


Consultant  Neurologist,  Little  Rock, 
Ark. 


Effects  on  Neurologic  Symptoms  of  Fluctuations  in  Several 
Metabolites,  Section  on  Nervous  and  Mental  Diseases,  Fri- 
day, 4:30-5  p.m. 

The  Neurological  Background  of  Sensory  Defects  in  Brain 
Damaged  Children,  Symposium  on  Cerebral  Palsy,  Satur- 
day, 9:20-10  a.m. 

The  Clumsy  Child  Syndrome  and  Its  Significance,  Symposium 
on  Cerebral  Palsy,  Saturday,  11  :15  a.m. -12  Noon. 

Sponsor:  Lewis  M.  Heifer,  San  Antonio. 

Cosponsor:  Edward  M.  Krusen,  Dallas. 


Dr.  Raymond  J.  Jackman 

Professor  in  Proctology,  Mayo 
Graduate  School  of  Medicine,  Uni- 
versity of  Minnesota,  Rochester, 
Minn. 


Polyps  of  the  Large  Intestine:  Diagnosis  and  Treatment,  Texas 
Proctologic  Society,  Thursday,  10-10  :30  a.m. 

Conservative  Management  of  Certain  Selected  Carcinomas  of 
the  Lower  Bowel,  Texas  Proctologic  Society,  Thursday, 
11 :30  a.m. -12  Noon. 

Office  Management  of  Anorectal  Lesions,  Refresher  Course, 
Friday,  8 :30-9  :45  a.m. 

Sponsor:  Walter  E.  Sjobei’g,  Austin. 

Cosponsor:  Jack  G.  Kerr,  Dallas. 

Guest  of  Texas  Proctologic  Society  and  Texas  Medical  Association. 


Dr.  D.  Frank  Kaltreider 

Chief  Gynecologist  and  Obstetrician, 
Baltimore  City  Hospitals,  Baltimore. 


Effect  of  Analgesia  on  Premature  Survival  and  Morbidity, 
Section  on  Obstetrics  and  Gynecology,  Friday,  2:30-3:15  p.m. 
Attitudes  in  Contraception,  Sterilization,  and  Abortion,  Section 
on  Obstetrics  and  Gynecology,  Saturday,  2 :30-3  :15  p.m. 
Sponsor:  Leslie  C.  Colwell,  Austin. 

Cosponsor:  William  R.  Knight,  III,  Houston. 

Guest  of  Section  on  Obstetrics  and  Gynecology,  Texas  Medical 
Association. 


Dr.  Ernst  Jokl 

President,  Research  Committee, 
UNESCO  International  Council  of 
Sport  and  Physical  Education  ; Pro- 
fessor and  Director,  University  of 
Kentucky  Physical  Education  Re- 
search Laboratories,  Lexington,  Ky. 


What  Is  Sports  Medicine?  Texas  Society  of  Athletic  Team 
Physicians,  Thursday,  2 :30-3  p.m. 

Medical  Sociology  and  Cultural  Anthropology  of  Sport  and 
Physical  Education,  Texas  Society  of  Athletic  Team  Phy- 
sicians, Thursday,  3 :50-4  :20  p.m. 

Scope  of  Exercise  in  Rehabilitation,  Joint  Session,  Texas 
Industrial  Medical  Association,  Texas  Physical  Medicine  and 
Rehabilitation  Society,  and  Texas  Traumatic  Surgical  So- 
ciety, Thursday,  10-11  a.m. 

Sponsor:  Philip  M.  Overton,  Austin. 

Cosponsor:  Joseph  M.  Abell,  Jr.,  Austin. 

Guest  of  Texas  Society  of  Athletic  Team  Physicians  and  Texas 
Medical  Association. 


Dr.  Robert  B.  Lawson 

Chief  of  Staff,  Children’s  Memorial 
Hospital ; Chairman,  Department  of 
Pediatrics,  Northwestern  Medical 
School,  Chicago. 


Abdominal  Pain  in  Children,  Section  on  Pediatrics,  Friday, 
2 :30-3  p.m. 

Overtreatment  in  Children,  General  Meeting,  Saturday,  10 :30- 
10  :55  a.m. 

Unexplained  Fever  in  Children,  Section  on  Pediatrics,  Saturday, 
2 :30-3  p.m. 

Sponsor:  P.  Clift  Price.  Austin. 

Cosponsor:  Howard  E.  LeBus.  Temple. 

Guest  of  Section  on  Pediatrics,  Texas  Medical  Association. 
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Dr.  Max  Miller 

Director,  Clinical  Research  Center, 
Western  Reserve  University  and 
University  Hospitals,  Western  Re- 
serve University  School  of  Medicine, 
Cleveland. 


Lactic  Acidosis,  Texas  Diabetes  Association,  Sunday,  9 :50- 
10  :20  a.m. 

Critical  Evaluation  of  the  Problem  of  Degenerative  Vascular 
Disease  in  Patients  with  Diabetes  Mellitus,  Texas  Diabetes 
Association,  Sunday,  2 :50-3  :20  p.m. 

The  Adolescent  and  Young  Adult  with  Diabetes  Mellitus  (Panel), 
Joint  Session,  Texas  Diabetes  Association  and  Texas  Pedi- 
atric Society,  Sunday,  12 :05  p.m. 

Sponsor:  William  P.  Morgan,  Austin. 

Cosponsor:  Leonard  R.  Robbins,  Houston. 

Guest  of  Texas  Diabetes  Association. 


Dr,  Richard  R.  Royer 

Private  practice  in  head  and  neck 
surgei-y ; Assistant  Professor  of  Oto- 
laryngology, Wayne  State  Univer- 
sity College  of  Medicine,  Detroit. 


Current  Concepts  in  the  Management  of  Accessible  Mucous 
Membrane  Malignancies  of  the  Head  and  Neck,  Refresher 
Course,  Friday,  8 :30-9  :45  a.m. 

Diagnostic  Aid  in  Determining  Temporomandibular  Joint  In- 
duced Otalgia,  Section  on  Otolaryngology,  Friday,  4 :16- 
4 :46  p.m. 

How  To  Talk  With  a Patient  About  His  Cancer,  Texas  Oto- 
laryngological  Association,  Saturday,  11:15  a.m. -12  Noon. 

Sponsor:  Oliver  W.  Suehs,  Austin. 

Cosponsor:  H.  Edward  Maddox,  III,  Houston. 

Guest  of  Texas  Otolaryngological  Association. 


Dr.  Don  H.  O’Donoghue 

Professor  and  Chairman,  Depart- 
ment of  Orthopaedic  Surgery  and 
Fractures,  University  of  Oklahoma 
School  of  Medicine,  Oklahoma  City. 


Osteochondral  Fractures,  Texas  Society  of  Athletic  Team  Phy- 
sicians, Thursday,  3 :20-3  :50  p.m. 

Principles  of  Treatment  of  Acute  Ligamentous  Injuries  to  the 
Knee,  Texas  Society  of  Athletic  Team  Physicians,  Thursday, 
2-2  :30  p.m. 

Significance  of  Angular  Deformity  at  the  Knee  in  Relation 
to  Degenerative  Change,  Texas  Orthopaedic  Association, 
Saturday,  11:09-11:34  a.m. 

Sponsor:  Kermit  W.  Fox,  Austin. 

Cosponsor:  John  C.  Buckley,  Austin. 

Guest  of  Texas  Society  of  Athletic  Team  Physicians  and  Texas 
Medical  Association. 


Dr.  Richard  Schatzki 

Associate  Clinical  Professor  of  Ra- 
diology, Harvard  Medical  School, 
Boston. 


Examination  of  the  Patient  Bleeding  Massively  from  the  Gastro- 
intestinal Tract,  Section  on  Radiology,  Friday,  3-3:45  p.m. 
Dysphagia — Its  Most  Common  Causes,  Refresher  Course,  Satur- 
day, 8:30-9:45  a.m. 

Sponsor:  Joe  C.  Rude,  Austin. 

Cosponsor:  William  L,  DeGinder,  Austin. 

Guest  of  Section  on  Radiology,  Texas  Medical  Association. 


Capt.  Roger  F.  Reinhardt 

MC.  USN,  Head,  Division  of  Neu- 
rology and  Psychiatry,  U.  S.  Naval 
Aerospace  Medical  Institute,  Pensa- 
cola, Fla. 


Accident  Proneness  in  Aviation : Acute  and  Chronic,  Texas 
Air-Medics  Association,  Saturday,  2-3  p.m. 

Sponsor:  C.  J.  Ruilmann,  Austin. 

Cosponsor:  James  R.  Old,  Beaumont. 

Guest  of  Texas  Air-Medics  Association  ; Texas  Chapter,  Flying 
Physicians  Association ; and  Texas  Medical  Association. 


Dr.  Maurice  S.  Segal 

Clinical  Professor  o f Medicine, 
Tufts  University  School  of  Medi- 
cine ; Director,  Lung  Station 
(Tufts)  and  Department  of  Inhala- 
tion Therapy,  Boston  City  Hospital, 
Boston. 


Pulmonary  Heart  Disease,  Section  on  Internal  Medicine,  Friday, 
3 :30-4  p.m. 

“Pearls”  of  Progress  in  Pulmonary  Disease  (Panel),  Section  on 
Internal  Medicine,  Friday,  4-6  p.m. 

Present  Status  of  Surgical  Procedures  for  the  Treatment  of 
Chronic  Obstructive  Lung  Disease  with  Particular  Reference 
to  Glomectomy,  General  Meeting,  Saturday,  10-10  :25  a.m. 
Sponsor:  George  E.  Clark,  Jr.,  Austin. 

Cosponsor:  Joel  E.  Reed,  Houston. 

Guest  of  Texas  Heart  Association  and  Texas  Medical  Association. 
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Dr.  Frank  E.  Stinchfield 


Dr.  Harris  B.  Shumacker,  Jr. 

Professor  and  Chairman,  Depart- 
ment of  Surgery,  Indiana  Univer- 
sity School  of  Medicine,  Indiana- 
polis. 


Professor  and  Director,  New  York 
Orthopaedic  Hospital,  New  York. 


Is  the  Implantable  Mechanical  Heart  Just  Around  the  Corner? 

General  Meeting,  Saturday,  11  a.m.-12  Noon. 

Problems  of  Pancreatic  Pseudocysts,  Section  on  Surgery,  Satur- 
day, 3-3  ;30  p.m. 

New  Developments  in  Cardiac  Surgery,  Texas  Chapter,  Ameri- 
can College  of  Chest  Physicians,  Sunday,  9 :30-10  a.m. 
Sponsor:  Matthew  F.  Kreisle,  Jr.,  Austin. 

Cosponsor:  Jesse  E.  Thompson,  Dallas. 

Guest  of  Section  on  Surgery.  Texas  Medical  Association. 


Physical  and  Emotional  Responses  to  Trauma,  Refresher  Course, 
Friday,  8 :30-9  :45  a.m. 

Comparison  of  Replacement  and  Mold  Arthroplasties  in  Recon- 
struction of  the  Hip,  Texas  Orthopaedic  Association,  Satur- 
day, 10  :34-10  :59  a.m. 

Complications  Following  Low  Back  Fusion  in  1,000  Patients, 
Texas  Orthopaedic  Association,  Saturday,  1 :30-l  :56  p.m. 

Sponsor:  Albert  A.  Tisdale,  Austin. 

Cosponsor:  John  J.  Hinchey,  San  Antonio. 

Guest  of  Texas  Orthopaedic  Association  and  Texas  Medical 
Association. 


Dr.  J.  Lawton  Smith 

Associate  Professor  of  Ophthalmol- 
ogy and  Neurosurgery,  University  of 
Miami  School  of  Medicine,  Miami. 


Schlotz  Applanation  Disparity,  Texas  Ophthalmological  Asso- 
ciation, Friday,  11-11:60  a.m. 

FTA-ABS  Test  in  Diagnosis  of  Ocular  and  Neurosyphilis, 
Section  on  Ophthalmology,  Friday,  4-4:50  p.m. 

Eye  Signs  of  Stroke,  Refresher  Course  (primarily  for  ophthal- 
mologists), Saturday,  8:30-9:45  a.m. 

Thyroid  Eye  Disease  and  Related  Problems  of  Ocular  Motility, 
Texas  Ophthalmological  Association,  Saturday  9:45-10:36 


Sponsor:  Hardy  E.  Thompson,  Austin. 
Cosponsor:  James  H.  Scruggs,  Jr.,  Waco. 
Guest  of  Texas  Ophthalmological  Association. 


Charles  R.  Strother,  Ph.D. 

Professor  of  Psychology,  University 
of  Washington  School  of  Medicine, 
Seattle. 


Early  Identification  of  Children  with  Minimal  Brain  Injuries 
and  Related  Conditions,  Seciion  on  General  Practice,  Fri- 
day, 3:30-4  p.m. 

Recent  Trends  in  the  Field  of  Child  Development,  Section  on 
Pediatrics,  Saturday,  3 :30-4  p.m. 

Planning  Remedial  Programs  for  Children  with  Minimal  Brain 
Injuries  and  Related  Conditions,  Symposium  on  Cerebral 
Palsy,  Saturday,  10-10:45  a.m. 

Early  Identification  of  Children  with  Minimal  Brain  Injuries 
and  Related  Conditions,  Symposium  on  Cerebral  Palsy,  Sat- 
urday, 12:15-2  p.m. 

Sponsor : Ralph  Hanna,  Austin. 

Cosponsor : C.  Zeno  Holt,  Dallas. 

Guest  of  United  Cerebral  Palsy  Association  of  Texas,  Inc. 


Dr.  Jackson  A.  Smith 

Professor  and  Chairman,  Depart- 
ment of  Psychiatry  and  Neurology, 
Stritch  School  of  Medicine,  Loyola 
University,  Chicago. 


Types  of  Alcoholics,  Symposium  on  Alcoholism,  Thursday, 
8 p.m. 

Treatment  of  the  Alcoholic  by  the  General  Practitioner,  Re- 
fresher Course,  Friday,  8 :30-9  :46  a.m. 

Public  Health  and  Alcoholism,  Section  on  Public  Health,  Fri- 
day, 2 :30-2  :50  p.m. 

Sponsor:  Stuart  S.  Nemir,  Jr.,  Austin. 

Cosponsors:  Robert  B.  Sheldon,  Houston,  and  W.  Jackson 
Wentworth,  Waco. 

Guest  of  Texas  Commission  on  Alcoholism  and  The  University 
of  Texas. 


Dr.  L.  O.  Underdahl 

Consultant  in  Medicine  and  Head  of 
a Section  in  Endocrinology  and  Me- 
tabolism, Mayo  Clinic,  Rochester, 
Minn. 


Patient  Instruction  in  Diabetes  Mellitus,  Refresher  Course, 
Saturday,  8 :30-9  :46  a.m. 

Male  Hypogonadism,  Texas  Diabetes  Association,  Sunday,  2 :20- 
2 :60  p.m. 

Role  of  Diet  in  the  Management  of  Diabetes,  Texas  Diabetes 
Association,  Sunday,  10:46-11:16  a.m. 

The  Adolescent  and  Young  Adult  with  Diabetes  Mellitus  (Panel), 
Joint  Session,  Texas  Diabetes  Association  and  Texas  Pedi- 
atric Society.  Sunday,  12 :05  p.m. 

Sponsor:  John  J.  Whitaker,  Austin. 

Cosponsor:  John  W.  Chriss,  Corpus  Christi. 

Guest  of  Texas  Diabetes  Association  and  Te.\as  Medical  Asso- 
ciation. 
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Dr.  Arthur  J.  Vorwald 

Professor  and  Chairman,  Depart- 
ment of  Occupational  and  Environ- 
mental Health,  Wayne  State  Uni- 
versity School  of  Medicine,  Detroit. 


Evaluation  of  Pulmonary  Function  by  Means  of  Capacitance 
Respirometry,  Joint  Session,  Texas  Industrial  Medical  Asso- 
ciation, Texas  Physical  Medicine  and  Rehabilitation  Society, 
and  Texas  Traumatic  Surgical  Society,  Thursday,  9:15- 
9 :45  a.m. 

Pulmonary  Changes  Induced  by  Inhaled  Atmospheric  Pollutants, 
Joint  Session,  Texas  Industrial  Medical  Association,  Texas 
Physical  Medicine  and  Rehabilitation  Society,  and  Texas 
Traumatic  Surgical  Society,  Thursday,  2-2:30  p.m. 

Criteria  Deemed  Essential  for  the  Diagnosis  of  Pulmonary 
Diseases  Having  Causal  Relationships  to  Occupation,  Re- 
fresher Course,  Friday,  8:30-9:45  a.m. 

Sponsor:  Jack  K.  Leverett,  Fort  Worth. 

Cosponsor:  Robert  R.  Dugan,  Houston. 

Guest  of  Texas  Industrial  Medical  Association  and  Texas  Medical 
Association. 


Dr.  Myron  E.  Wegman 

Dean  and  Professor  of  Public 
Health,  School  of  Public  Health, 
University  of  Michigan  Medical 
School,  Ann  Arbor,  Mich. 


Newer  Dimensions  of  Public  Health,  Section  on  Public  Health, 
Friday,  4-4:20  p.m. 

Health,  Welfare,  and  Title  XIX,  Conference  of  City  and  County 
Health  Officers,  Saturday,  2 :30-3  p.m. 

Sponsor:  J.  E.  Peavy,  Austin. 

Cosponsor:  Benjamin  M.  Primer,  Sr.,  Austin. 

Guest  of  Conference  of  City  and  County  Health  Officers  and 
Texas  Medical  Association. 


SPECIAL  SPEAKERS 

Sister  Mary  Arthur,  CDP,  Ph.D.,  Director,  Harry 
Jersig  Speech  and  Hearing  Center,  Lady  of  the 
Lake  College,  San  Antonio. 

Audiological  Testing,  Comprehension,  and  Lin- 
guistics, Symposium  on  Cerebral  Palsy,  Satur- 
day, 2 p.m. 

J.  Bradley  Aust,  Professor  of  Surgery,  University 
of  Minnesota  School  of  Medicine,  Minneapolis. 
Introduction:  The  Severely  Injured  Patient, 
Texas  Academy  of  General  Practice  Seminar, 
Thursday,  1 p.m. 

Moderator,  Panel;  The  Multiple  Injui’y  Patient, 
Texas  Academy  of  General  Practice  Seminar, 
Thursday,  4:20  p.m. 

Mrs.  Natalie  Barraga,  Ed.D.,  Assistant  Professor 
of  Special  Education,  The  University  of  Texas, 
Austin. 

Emotional  Stresses  in  Educational  Settings, 
Conference  on  Physicians  and  Schools,  Thurs- 
day, 9:45  a.m. 

Mr.  Gene  Brossman,  Student,  Baylor  University  Col- 
lege of  Medicine,  Houston. 

Guy  Witt  Memorial  Paper:  The  Psychological 
Factors  Involved  in  Treating  the  Doctor’s  Wife 
as  an  Obstetric  Patient,  Texas  Neuropsychiatric 


Association  and  Texas  District  Branch,  Ameri- 
can Psychiatric  Association,  Saturday,  10:40 
a.m. 

Mrs.  Charles  D.  Bussey,  Dallas. 

Memorial  Address  for  Deceased  Members  of 
Woman’s  Auxiliary,  Memorial  Service,  Sunday, 
11:15  a.m. 

William  Collins,  Civil  Aeromedical  Research  Insti- 
tute, Oklahoma  City. 

Disorientation  in  Flight,  Texas  Air-Medics 
Association,  Saturday,  3 p.m. 

Mr.  Arthur  Cunningham,  Jr.,  Director,  Pupil  Per- 
sonnel and  Special  Services,  Austin  Independent 
School  District,  Austin. 

Local  School  Health  Councils,  Conference  on 
Physicians  and  Schools,  Thursday,  10:45  a.m. 
John  W.  Ellis,  Jr.,  Federal  Aeronautics  Administra- 
tion, Fort  Worth. 

Follow-up  on  Alcohol  and  Flying  in  the  South- 
west Region,  Texas  Air-Medics  Association, 
Saturday,  9 a.m. 

ATC  Medical  Surveillance  Program,  Texas  Air- 
Medics  Association,  Saturday,  9:30  a.m. 

Mr.  Roy  Franklin,  Jr.,  Student,  University  of  Texas 
Medical  Branch,  Galveston. 

Guy  Witt  Memorial  Paper:  The  Psychological 
Factors  Involved  in  Treating  the  Doctor’s  Wife 
as  an  Obstetric  Patient,  Texas  Neuropsychiatric 
Association  and  Texas  District  Branch,  Ameri- 
can Psychiatric  Association,  Saturday,  10:40 
a.m. 

Hiram  J.  Friedsam,  Ph.D.,  Chairman,  Department 
of  Sociology,  North  Texas  State  University, 
Denton. 

Comparison  of  First  Admissions  to  a Private 
Psychiatric  Hospital  with  the  General  Popula- 
tion, 1940  and  1960;  Section  on  Nervous  and 
Mental  Diseases,  Saturday,  4 p.m. 

Harry  L.  Gibbons,  Regional  Flight  Surgeon,  Fed- 
eral Aeronautics  Administration,  Fort  Worth. 
Follow-up  on  Alcohol  and  Flying  in  the  South- 
west Region,  Texas  Air-Medics  Association, 
Saturday,  9 a.m. 

ATC  Medical  Surveillance  Program,  Texas  Air- 
Medics  Association,  Saturday,  9:30  a.m. 
Harold  A.  Goolishian,  Ph.D.,  Associate  Professor  of 
Clinical  Psychology;  Chief,  Division  of  Psy- 
chology, Department  of  Neurology  and  Psy- 
chiatry, University  of  Texas  Medical  Branch, 
Galveston. 

Panel:  The  Adolescent  and  Young  Adult  with 
Diabetes  Mellitus,  Texas  Diabetes  Association, 
Sunday,  12:05  p.m. 

Mr.  James  A.  Hankerson,  Jr.,  Legal  Analyst,  Texas 
Research  League,  Austin. 

The  State  of  Texas  and  Its  Children — Today 
and  Tomorrow,  Texas  Chapter,  American  Aca- 
demy of  Pediatrics,  Friday,  12  Noon. 

Mr.  Ralph  Harmon,  Chief  Engineer  and  Designer, 
Mooney  Aircraft  Company,  Kerrville. 

Problems  Encountered  with  Pressurization  of 
Light  Aircraft,  Texas  Air-Medics  Association, 
Saturday,  4 p.m. 

Mrs.  L.  Bonham  Jones,  San  Antonio. 

Solo:  The  Twenty-Third  Psalm,  Memorial  Serv- 
ice, Sunday,  11:15  a.m. 

Robert  Kaplan,  Ph.D.,  Consultant  in  Health  and 
Fitness,  Department  of  Community  Health  and 
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Health  Education,  American  Medical  Association, 
Chicago. 

The  Balanced  Program  of  Health  and  Physical 
Education,  Conference  on  Physicians  and  Schools, 
Thursday,  12  Noon. 

James  W.  Kelley,  Private  Practice  in  Plastic  Sur- 
gery, Tulsa,  Okla. 

Correction  of  Micrognathia,  Texas  Society  of 
Plastic  Surgeons,  Thursday,  9:40  a.m. 

Jack  A.  Kem,  Orthopaedic  Surgical  Resident,  Scot- 
tish Rite  Crippled  Children’s  Hospital,  Dallas. 
Pan-talar  Arthrodesis,  Texas  Orthopaedic  As- 
sociation, Saturday,  9:36  a.m. 

Mr.  John  E.  Marsh,  Chief  of  Special  Projects  and 
Apellate  Branch  in  Office  of  General  Counsel, 
Federal  Aeronautics  Administration,  Washington, 
D.  C. 

Legal  Aspects  of  FAA  Medical  Program,  Texas 
Air-Medics  Association,  Saturday,  10:15  a.m. 

Robert  Meador,  Dallas. 

Review  of  the  Expeidence  with  Atypical  Myco- 
bacteria— Veterans  Administration  Hospital, 
Lisbon,  Texas;  Texas  Chapter,  American  Col- 
lege of  Chest  Physicians,  Sunday,  3:15  p.m. 

Col.  John  A.  Moncrief,  Brooke  Army  Hospital,  Fort 
Sam  Houston. 

Burns:  The  Severely  Injured  Patient,  Texas 
Academy  of  General  Practice  Seminar,  Thurs- 
day, 3:10  p.m. 

Panel:  The  Multiple  Injury  Patient,  Texas  Aca- 
demy of  General  Practice  Seminar,  Thursday, 
4:20  p.m. 

Mrs.  Allan  H.  Neighbors,  Jr.,  Austin. 

Invocation,  Memorial  Service,  Sunday,  11:15 

a.m. 

F.  Eugene  Pratt,  Resident,  Department  of  Oto- 
laryngology, Baylor  University  College  of  Med- 
icine, Houston. 

Intracranial  Complications  from  Otitis  Media, 
Section  on  Otolaryngology  and  Texas  Otolaryn- 
gological  Association,  Saturday,  10:45  a.m. 

Capt.  Alexander  D.  Raptou,  Physiatrist,  Wilford 
Hall  USAF  Hospital,  Lackland  Air  Force  Base. 
Curbstone  Consultations:  Physical  Therapy 
Modalities  in  a General  Office  Pr-actice,  Friday, 
5 p.m. 

David  E.  Root,  Associate  Professor  of  Surgery, 
University  of  Texas  South  Texas  Medical  School, 
San  Antonio. 

Approach  to  the  Severely  Injured  Patient 
(Triage),  Texas  Academy  of  Genei’al  Practice 
Seminar,  Thursday,  4:00  p.m. 

Panel:  The  Multiple  Injury  Patient,  Texas 
Academy  of  General  Practice  Seminar,  Thurs- 
day, 4:20  p.m. 

Arnold  Jack  Rudolph,  Associate  Professor,  Depart- 
ment of  Dermatology,  Baylor  University  College 
of  Medicine,  Houston. 

Experiences  with  Infants  of  Diabetic  and  Pre- 
diabetic  Mothers,  Texas  Diabetes  Association, 
Sunday,  9:10  a.m. 

Margaretha  Schaap,  Ph.D.,  Assistant  Professor, 
Department  of  Special  Education,  The  University 
of  Texas,  Austin. 

Clinical  Methods  of  Evaluation  in  Use  in  Europe 
Concerning  Psychological  Testing  and  Deter- 
mination of  Emotional  Involvement,  Symposium 
on  Cerebral  Palsy,  Saturday,  3:30  p.m. 


Holbrooke  S.  Seltzer,  Chief,  Metabolic  Service,  Vet- 
erans Administration  Hospital;  Associate  Pro- 
fessor of  Medicine,  University  of  Texas  South- 
western Medical  School,  Dallas. 

Suppression  of  Insulin  by  Diazoxide,  Diuril,  and 
Epinephrine,  Texas  Diabetes  Association,  Sun- 
day, 9:30  a.m. 

Willis  Seyffert,  Postdoctorate  Research  Fellow,  De- 
partment of  Internal  Medicine,  University  of 
Texas,  Southwestern  Medical  School,  Dallas. 
Effects  of  Acute  Elevations  in  Plasma-Free 
Fatty  Acid  on  Hepatic  Glucose  Utilization, 
Texas  Diabetes  Association,  Sunday,  11:35  a.m. 

D.  O.  Shields,  Dallas. 

Review  of  the  Experience  with  Atypical  Myco- 
bacteria— Veterans  Administration  Hospital, 
Lisbon,  Texas;  Texas  Chapter,  American  Col- 
lege of  Chest  Physicians,  Sunday,  3:15  p.m. 

Mr.  James  Otis  Smith,  Project  Director  for  the 
Timberlawn  Social  Epidemiology  Project,  Dallas. 

Comparison  of  First  Admissions  to  a Private 
Psychiatric  Hospital  with  the  General  Popula- 
tion, 1940  and  1960;  Section  on  Nervous  and 
Mental  Diseases,  Saturday,  4 p.m. 

Mrs.  Martha  Kelsey  Smith,  Research  Technician, 
Department  of  Psychiatry,  University  of  Texas 
Southwestern  Medical  School,  Dallas. 

Comparison  of  First  Admissions  to  a Private 
Psychiatric  Hospital  with  the  General  Popula- 
tion, 1940  and  1960;  Section  on  Neiwous  and 
Mental  Diseases,  Saturday,  4 p.m. 

James  L.  Story,  Assistant  Professor  of  Neuro- 
surgery, University  of  Minnesota  School  of  Med- 
icine, Minneapolis. 

Brain  and  Spinal  Cord:  The  Severely  Injured 
Patient,  Texas  Academy  of  General  Practice 
Seminar,  Thursday,  1:40  p.m. 

Panel:  The  Multiple  Injuiy  Patient,  Texas  Aca- 
demy of  General  Practice  Seminar,  Thursday, 
4:20  p.m. 

Luther  Travis,  Assistant  Professor  of  Pediatrics, 
University  of  Texas  Medical  Branch,  Galveston. 
Panel:  The  Adolescent  and  Young  Adult  with 
Diabetes  Mellitus,  Texas  Diabetes  Association, 
Sunday,  12:05  p.m. 

Albert  Vaiser,  Instructor,  University  of  Texas  South- 
western Medical  School,  Dallas. 

Use  of  Sclera  and  Drainage  of  Subretinal  Fluid, 
Symposium:  Retinal  Detachment;  Section  on 
Ophthalmology  and  Texas  Ophthalmological 
Association,  Satui’day,  10:45  a.m. 

Roger  D.  Williams,  Chief  of  Surgery,  University  of 
Texas  Medical  Branch,  Galveston. 

Multiple  Polyposis  and  Carcinoma  of  the  Colon, 
Section  on  Surgery,  Saturday,  4 p.m. 

L.  Ray  Wilson,  Second- Year  Resident  in  Anesthes- 
iology, Parkland  Memorial  Hospital,  Dallas. 
Anesthetic  Management  of  Diabetes  Insipidus 
— A Case  Report,  Texas  Society  of  Anesthes- 
iologists, Sunday,  9 a.m. 

William  G.  Wolfe,  Ph.D.,  Chairman,  Department  of 
Special  Education,  The  University  of  I'exas, 
Austin. 

Moderator,  Symposium  on  Cerebral  Palsy,  Sat- 
urday, 8:30  a.m. 
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Memorial  Service 


SUNDAY,  APRIL  17,  11:15-11:45  a.m. 

Colonnade  I,  Commodore  Perry  Hotel 

Truman  N.  Morris,  M.D.,  Austin,  Chaiirnan. 

Mrs.  Charles  D.  Bussey,  Dallas,  Cochairman. 

1.  Organ  Prelude:  Elegy — Thalben-Ball. 

Jack  B.  Lee,  M.D.,  San  Antonio. 

2.  Invocation. 

Mrs.  Allan  H.  Neighbors,  Jr.,  Austin. 

3.  Memorial  Address  for  Deceased  Members  of  Wom- 
an’s Auxiliary, 

Mrs.  Charles  D.  Bussey,  Dallas. 

4.  Memorial  Address  for  Deceased  Physicians. 

R.  Maurice  Hood,  M.D.,  Austin. 

5.  Solo:  The  Twenty -Third  Psalm — Malotte. 

Mrs.  L.  Bonham  Jones,  San  Antonio. 

6.  Benediction. 

R.  Vincent  Murray,  Jr.,  M.D.,  Austin. 

7.  Organ  Postlude:  Voluntary  in  B Flat — Hdnig. 

Dr.  Lee. 


SATURDAY,  APRIL  16,  10  a.m. 

Theater,  Municipal  Auditorium 

Howard  R.  Dudgeon,  Jr.,  Waco,  Vice  President, 
Presiding. 

1.  (10:00)  Present  Status  of  Surgical  Procedures 
for  the  Treatment  of  Chronic  Obstructive  Lung 
Disease  with  Particular  Reference  to  Glomectomy. 

Maurice  S.  Segal,  Boston. 

Data  from  a three-phase  study  of  the  effects  of  glomectomy  in 
the  management  of  chronic  bronchial  asthma  will  be  pre- 
sented : ( 1 ) Effect  of  bilateral  glomectomy  on  acetyl-beta- 

methylcholine  (Mecholyl)  Induced  airway  obstruction  in  dogs;  (2) 
Glomectomy  in  the  treatment  of  chronic  bronchial  asthma ; and 
(3)  Double-blind  surgical  study  in  patients  with  intractable 
bronchial  asthma. 

2.  (10:30)  Overtreatment  in  Children. 

Robert  B.  Lawson,  Chicago. 

There  are  clear-cut  indications  for  treating  certain  conditions 
in  children  in  order  to  cure  a condition,  prevent  complications, 
or  provide  symptomatic  relief.  Unnecessary  treatment,  however, 
may  be  a risk  in  itself ; also,  the  treatment  of  self -limited  varia- 
tions from  normal  may  create  insecurity  on  the  part  of  the 
families  and  exaggeration  of  the  problem  meant  to  be  con- 
trolled. Certain  developmental  variations  seen  in  children  will 
be  discussed,  as  will  the  need  for  reassurance  and  unobtrusive 
observation  rather  than  ill-advised  treatment.  There  will  also  be 
discussions  on  viral  respiratory  infections  and  use  of  antibiotics. 

3.  (11:00)  Is  the  Implantable  Mechanical  Heart 
Just  Around  the  Corner?  (Closed-circuit  television 
presentation.) 

Harris  B.  Shumacker,  Jr.,  Indianapolis. 


GENERAL  MEETING  LUNCHEON 


General  Meetings 


FRIDAY,  APRIL  15,  12:30  p.m. 

Banquet  Room,  Municipal  Auditorium 

Howard  R.  Dudgeon,  Jr.,  Waco,  Vice  President, 
Presiding. 


FRIDAY,  APRIL  15,  10  a.m. 

Theater,  Municipal  Auditorium 
David  Wade,  Austin,  President,  Presiding. 

1.  (10:00)  Postoperative  Wound  Infections:  A 
Study  of  Their  Nature  and  Causes. 

William  A.  Altemeier,  Cincinnati. 


Mr.  Clayton  L.  Scroggins 

Clayton  L.  Scroggins  Associates, 
Professional  Business  Management 
for  Physicians  and  Dentists,  Cin- 
cinnati. 


Guest  Speaker 


A report  on  a collaborative  study  of  the  incidence  of  wound 
infection,  factors  which  predispose  to  the  development  of  infec- 
tion, and  the  changing  nature  of  infection  under  current  trends 
in  antibiotic  therapy  and  other  complex  diagnostic  and  thera- 
peutic procedures  will  be  presented,  with  emphasis  on  the  im- 
portance of  iatrogenic  factors  in  a growing  percentage  of 
hospital-acquired  infections. 

2.  (10:30)  Clinical  Considerations  of  Juvenile 
Cirrhosis. 

Alvin  J.  Cummins,  Memphis. 

3.  (11:00)  Plastics  in  Medicine.  (Closed-circuit 
television  presentation.) 

John  Autian,  Ph.D.,  Austin. 


1.  (12:30)  Invocation. 

Herman  C.  Sehested,  Fort  Worth. 

Luncheon. 

Recognition : 

Council  on  Annual  Session. 

Chairman,  Committee  on 
General  Arrangements. 

2.  (1:15)  Announcement  of  Scientific  Exhibits 
Awards. 

Nathan  Cedars,  Stephenville. 
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3.  (1 :25)  Introduction  of  Speaker. 

Porter  K.  Mason,  Dallas. 

4.  (1:30)  Future  of  the  Private  Practitioner. 

Mr.  Clayton  L.  Scroggins,  Cincinnati. 

(2:00)  Adjourn. 

(Mr.  Scroggins  will  also  present  a refresher  course,  ‘‘More 
Care  for  Patients — Less  Stress  for  Doctors,”  Saturday,  8:30- 
9:45  a.m..  Room  7,  Municipal  Auditorium.) 


The  Reverend 
Granger  E.  Westberg 

Dean,  Institute  of  Religion,  Texas 
Medical  Center,  Houston, 

Guest  Speaker 


ANNUAL  LUNCHEON 

SATURDAY,  APRIL  16,  12:30  p.m. 

Banquet  Room,  Municipal  Auditorium 
David  Wade,  Austin,  President,  Presiding. 


The  Honorable 
John  B.  Connally 
Governor,  The  State  of  Texas 

Guest  Speaker 


1.  (12:30)  Invocation. 

Howard  O.  Smith,  Marlin. 

Luncheon. 

Recognition: 

1965-66  Officers. 

Presidents  of  Allied  Health 
Professions. 

Civic  Guests. 

2.  (1 :15)  Announcement  of  Anson  Jones  Awards. 

David  Wade,  Austin. 

3.  (1:20)  Installation  of  Dr.  James  D.  Murphy 

as  President  of  the  Texas  Medical  Association  for 
1966-67. 

4.  (1:35)  Introduction  of  Speaker. 

James  H.  Sammons,  Highlands. 

5.  (1:40)  Address. 

Governor  John  B.  Connally,  Austin. 

(2:00)  Adjourn. 


ASSOCIATION  LUNCHEON 


1.  (12:00)  Invocation. 

Luncheon. 

Recognition: 

Members  of  Clergy. 

Past  Presidents  of  Texas  Medical 
Association. 

Fifty  Year  Club  Members. 

Presidents  of  Related  Organizations 
and  Specialty  Groups. 


2.  (1:00)  Introduction  of  Speaker. 

Edwin  Goodall,  Breckenridge. 

3.  (1:05)  New  Frontiers  in  Religion  and  Medi- 
cine. 

The  Reverend  Granger  E.  Westberg,  Houston. 
(1:30)  Adjourn. 


Refresher  Courses 


The  refresher  course  program  for  the  1966  annual 
session  includes  13  courses,  each  consisting  of  ap- 
proximately 45  minutes  of  lecture  plus  30  minutes 
of  questions  and  answers.  The  courses,  presented  by 
out-of-state  medical  leaders,  are  primarily  for  the 
benefit  of  physicians  in  general  practice,  but  also 
are  of  value  to  specialists. 

The  schedule  runs  from  8:30  to  9:45  a.m.,  Friday 
and  Saturday,  each  course  being  complete  in  a single 
day.  Courses  are  scheduled  in  the  Municipal  Audi- 
torium. No  tickets  will  be  required  for  attendance 
at  courses. 

Following  is  the  list  of  courses,  instructors,  and 
meeting  rooms  in  the  Auditorium: 

FRIDAY,  APRIL  15,  8:30-9:45  a.m. 

1.  Management  of  Common  Dermatologic  Prob- 
lems. 

J.  Lamar  Callaway,  Durham,  N.  C. 
(Room  15) 


SUNDAY,  APRIL  17,  12  Noon 

Colonnade  II  and  III,  Commodore  Perry  Hotel 

James  D.  Murphy,  Fort  Worth,  President-Elect, 
Presiding. 


2.  Current  Concepts  in  the  Management  of  Acces- 
sible Mucous  Membrane  ]Malignancies  of  the  Head 
and  Neck. 

Richard  R.  Royer,  Detroit. 
(Rooms  3 and  5) 
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3.  A Course  in  Ophthalmology  Office  Procedures 
(Primarily  for  non-ophthalmologists). 

Robert  W.  Hollenhorst,  Rochester,  Minn. 

(Rooms  9 and  11) 

4.  Office  Management  of  Anorectal  Lesions. 

Raymond  J.  Jackman,  Rochester,  Minn. 

(Room  8) 

Dia^ostic  and  therapeutic  procedures  adaptable  to  office  man- 
agement to  be  discussed  are  proctosigmoidoscopy ; transendo- 
scopic  biopsy  ; transrectal  needle  biopsy  ; fulguration  of  polyps  ; 
external  hemorrhoidal  thrombosis ; acute  anal  abscess ; injection 
treatment  of  internal  hemorrhoids ; rubber  band  ligation  of 
internal  hemorrhoids  ; condylomata  acuminata  treatment ; physi- 
cal therapeutic  office  procedures  such  as  hot  retention  enemas, 
hot  and  cold  moist  packs,  hot  sitz  baths,  and  rectal  diathermy  ; 
and  office  management  of  anal  fissure. 

5.  Treatment  of  the  Alcoholic  by  the  General  Prac- 
titioner. 

Jackson  A.  Smith,  Chicago. 
(Room  1) 

6.  Physical  and  Emotional  Responses  to  Trauma. 

Frank  E.  Stinchfield,  New  York. 

(Room  2) 

Every  injury  evokes  a systemic  response,  and  the  initial  post- 
traumatic  responses  should  not  be  disturbed  unless  they  are 
unduly  prolonged.  The  intangible  factors  of  trauma  (psycho- 
somatic and  iatrogenic  responses)  which  can  either  be  seen  or 
are  readily  observable  are  oftentimes  more  serious  than  the 
organic  malfunction,  and  these  are  to  be  discussed. 

7.  Criteria  Deemed  Essential  for  the  Diagnosis  of 
Pulmonary  Diseases  Having  Causal  Relationships 
to  Occupation. 

Arthur  J.  Voinvald,  Detroit. 
(Room  7) 

SATURDAY,  APRIL  16,  8:30-9:45  a.m. 

8.  Management  of  Obesity. 

C.  H.  Hardin  Branch,  Salt  Lake  City. 

(Room  2) 

9.  Management  of  Eclampsia. 

Jason  H.  Collins,  New  Orleans. 

(Room  1) 

10.  Dysphagia — Its  Most  Common  Causes. 

Richard  Schatzki,  Boston. 

(Room  15) 

Dysphagia  is  a more  common  symptom  than  is  generally 
realized.  The  most  common  causes  of  dysphagia  and  the  under- 
lying mechanisms  will  be  described.  Special  emphasis  will  be 
laid  on  clinical  history  and  radiological  appearance. 

11.  Eye  Signs  of  Stroke  (Primarily  for  ophthal- 
mologists). 

J.  Lawton  Smith,  Miami. 
(Rooms  9 and  11) 

12.  Patient  Instruction  in  Diabetes  Mellitus. 

L.  0.  Underdahl,  Rochester,  Minn. 

(Room  8) 


13.  More  Care  for  Patients — Less  Stress  for  Doc- 
tors. 

Mr.  Clayton  L.  Scroggins,  Cincinnati. 
(Room  7) 


Curbstone 

Consultations 


Ten  informal,  unrehearsed,  round  table  discussions, 
sponsored  by  the  Texas  Medical  Association,  will  be 
held  Friday,  5-6:30  p.m.,  on  the  Lower  Floor  of  the 
Municipal  Auditorium.  All  registrants  are  invited 
to  attend.  Tickets  (at  no  charge)  are  required  for 
admittance.  There  is  a limited  number  of  tickets 
available,  and  they  may  be  secured  in  advance  at 
the  general  registration  desk  in  the  Lobby  of  the 
Municipal  Auditorium. 

Physicians  attending  the  sessions  are  encouraged  to 
ask  questions  and  to  comment  on  the  various  aspects 
of  each  subject  under  discussion.  Physicians  are 
encouraged  to  bring  case  histories  and  to  obtain  the 
opinions  of  the  discussion  leaders.  Physicians  may 
move  from  one  table  to  another,  if  and  when  they 
wish. 

Beer,  soft  drinks,  and  coffee  will  be  served  on  a 
complimentary  basis. 

Topics,  moderators,  and  discussion  leaders  are  as 
follows: 

Table  1.  Hepatitis. 

Ted  L.  Edwards,  Jr.,  Austin,  Moderator. 

Adrian  H.  Collyns,  Dallas. 

Dolph  L.  Curb,  Houston. 
Robert  S.  Nelson,  Houston. 
Marcel  Patterson,  Galveston. 

Table  2.  Diagnosis  of  Diseases  of  the  Pancreas. 

F.  Clark  Douglas,  Dallas,  Moderator. 
W.  Crockett  Chears,  Jr.,  Dallas. 

Ivan  E.  Danhof,  Dallas. 
John  M.  Eiband,  Houston. 
Nicholas  C.  Hightower,  Temple. 
George  L.  Jordan,  Jr.,  Houston. 

Table  3.  Resumption  of  Normal  Activities  Follow- 
ing Illness. 

Recognized  authorities  in  surgery,  medicine,  orthopedics,  psy- 
chiatry and  obstetrics-gynecology  will  answer  questions  regard- 
ing when  and  how  patients  should  resume  their  places  in 
society. 

J.  G.  Burdick,  Pasadena,  Moderator. 
John  T.  Armstrong,  Houston. 
Charles  L.  Bloss,  Dallas. 
Louis  J.  Levy,  Fort  Worth. 
Terrell  Speed,  Temple. 
E.  L.  Wagner,  Houston. 

Table  4.  Common  Foot  Disorders. 

Table  5.  Management  of  Diagnostic  Problems  in 
Pulmonary  Disease. 

Fred  F.  Johnston,  Jr.,  Dallas,  Moderator. 
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Table  6.  Indications  for  the  Tonsil  and  Adenoid 
Operation. 

Discussion  will  include  indications  for  the  tonsil  and  adenoid 
operation,  and  the  etiology  and  treatment  of  otitis  media. 

Oliver  W.  Suehs,  Austin,  Moderator. 

Janies  L.  Baldwin,  Dallas. 
Claude  C.  Cody,  III,  Houston. 
E.  King  Gill,  Coi^ius  Christi. 
William  Skokan,  Fort  Worth. 
Jack  L.  Turner,  Odessa. 


(2:50)  Discussion. 

Frederick  J.  Bonte,  Dallas. 

2.  (2:55)  Some  Newer  Aspects  of  the  Carcinoid 

Syndrome. 

John  M.  Eiband,  Houston. 

The  protean  nature  of  carcinoid  disease  is  reaffirmed  from  an 
analysis  of  15  cases.  The  importance  of  diagnosis  is  emphasized 
because  of  the  usually  favorable  prognosis.  Selected  aspects  of 
symptoms,  histological  and  biochemical  diagnosis,  and  therapy, 
with  illustrative  cases,  will  be  discussed. 


Table  7.  Endometriosis. 

William  M.  Brantley,  Odessa,  Moderator. 

Garland  H.  Lang,  Midland. 
Charles  A.  Stephens,  Odessa. 


(3:15) 

3.  (3:20) 


Discussion. 

Philip  S.  Bentlif,  Houston. 

Current  Concepts  of  Gastric  Analysis. 

Alvin  J.  Cummins,  Memphis. 


Table  8.  Intestinal  Obstruction. 

Raleigh  R.  White,  Temple,  Moderator. 

J.  Peyton  Barnes,  Houston. 
John  V.  Goode,  Dallas. 
Ernest  E.  Holt,  Fort  Worth. 
John  R.  Kelsey,  Jr.,  Houston. 

Table  9.  Physical  Therapy  Modalities  in  a General 
Office  Practice. 

Discussion  will  be  on  the  management  of  muscular  ligamentous 
and  osseous  disease  processes  that  are  frequently  found  in  the 
ambulatory  patient. 


(3:40)  Intermission. 

4.  (3:45)  Patient  Selection  for  Shunt  Procedures. 

John  S.  Fordtran,  Dallas. 

Portacaval  shunt  does  not  benefit  cirrhotic  patients  with  varices 
which  have  not  bled.  Future  studies  must  establish  whether  or 
not  shunting  procedures  are  ever  helpful.  Until  such  data  are 
available,  portacaval  shunts  continue  to  be  done,  but  selection  of 
patients  is  based  on  empiricism  rather  than  established  clinical 
principles.  The  accuracy  with  which  variceal  bleeding  can  be 
diagnosed,  the  clinical  condition  of  the  patient,  the  mortality 
rate,  and  postoperative  complications  are  factors  in  this  deci- 
sion which  will  be  discussed. 


Lewis  A.  Leavitt,  Houston,  Moderator. 

David  Hoehn,  Fort  Worth. 
Edward  M.  Krusen,  Dallas. 
Capt.  Alexander  D.  Raptou,  San  Antonio. 

Oscar  0.  Selke,  Jr.,  Houston. 

Table  10.  The  Diagnosis  and  Treatment  of  Anorectal 
Diseases. 

John  McGivney,  Galveston,  Moderator. 

Harry  B.  Burr,  Houston. 
Charles  P.  Hardwicke,  Austin. 
Otho  P.  Griffin,  Fort  Worth. 
Michael  C.  Kendrick,  Corpus  Christi. 
James  M.  Hampton,  Houston. 


(4:05)  Discussion. 

Arthur  C.  Beall,  Jr.,  Houston. 

5.  (4:10)  Evaluation  of  Gastrointestinal  Malig- 

nancy. 

Robert  S.  Nelson,  Houston. 

Evaluating  the  patient  with  suspected  or  proven  gastrointestinal 
neoplasia  involves  precise  diagnosis  and  opinion  as  to  the  best 
type  of  treatment.  Meticulous  care  in  diagnosis  will  result  in 
fewer  negative  surgical  explorations.  In  proven  neoplasia,  the 
decision  as  to  the  use  of  surgery,  x-ray,  or  chemotherapy  must 
be  carefully  considered.  Factors  involved  will  be  discussed  and 
cases  presented  to  emphasize  specific  points. 

(4:30)  Discussion. 

Cecil  O.  Patterson,  Dallas. 


Section  Meetings 


SECTION  ON  DIGESTIVE  DISEASES 

Chairman — 0.  Roger  Hollan,  San  Antonio. 

Secretary — Richard  D.  Haines,  Temple. 

FRIDAY,  APRIL  15,  2:30-5  p.m. 

East  Lounge,  Municipal  Auditorium 

1.  (2:30)  Liver  Scanning. 

Edward  B.  Best,  Temple. 

Liver  scans  can  provide  valuable  anatomical  information  in  the 
diagnosis  and  exclusion  of  liver  diseases  and  neoplasms.  The 
technique  and  comparative  value  of  scanning  with  both  gold  Au 
198  and  rose  bengal  I 131  will  be  presented,  based  on  experience 
with  over  400  rectilinear  liver  scans.  Diagnostic  features  of 
liver  abnormalities  will  be  discussed  along  with  potential  errors 
in  interpreting  scans. 


6.  (4:35)  Peritoneoscopic  Photography. 

Maj.  Henry  W.  Boyce,  Jr., 
Fort  Sam  Houston. 

Recent  development  of  a technically  adequate  photoperitoneo- 
scope provides  an  important  addition  to  the  diagnostic  and  teach- 
ing potential  of  peritoneoscopy.  Color  photographs  can  document 
observations  without  altering  the  ease  and  safety  of  this  endo- 
scopic procedure.  The  photographs  aid  in  teaching,  conference 
presentations,  and  study  of  intra-abdominal  disease.  The  tech- 
nic and  instalment  will  be  discussed,  and  color  transparencies 
will  illustrate  interesting  cases. 

(4:55)  Discussion. 

John  R.  Kelsey,  Jr.,  Houston. 

SATURDAY,  APRIL  16,  2:30-5  p.m. 

Room  1,  Municipal  Auditoi’ium 

The  Malabsorption  Syndrome 

Joint  Session:  Sections  on  Digestive  Diseases,  Inter- 
nal Medicine,  and  Radiology. 

7.  (2:30)  Introduction. 

Richard  D.  Haines,  Temple. 
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8.  (2:35)  Physiological  Abnormalities  Common  to 

Severe  Malabsorption. 

Belton  G.  Griffin,  Houston. 


5.  (4:30)  One  Approach  to  the  Differential  Diag- 

nosis of  Stroke  Syndrome. 

Silas  W.  Grant,  Hillsboro. 


9.  (2:50)  Newer  Ideas  Regarding  Fat  Absorption. 

Galium  R.  W.  Bain,  Dallas. 

10.  (3:05)  Tests  Available  for  the  Detection  of 
Malabsorption. 

Alvin  J.  Cummins,  Memphis. 

11.  (3:20)  X-Ray  Patterns  in  Gastrointestinal 
MalabsoiTJtion  Syndrome. 

Donald  N.  Dysart,  Temple. 

(3:35)  Intermission. 


SATURDAY,  APRIL  16,  2:30-5  p.m. 

Theater,  Municipal  Auditorium 

6.  (2:30)  The  World  of  Plastics  in  Medical  Prac- 
tice. 

John  Autian,  Ph.D.,  Austin. 

7.  (3:00)  Principles  of  Employing  Effective  In- 
termittent Positive  Pressure  Breathing. 

William  F.  Miller,  Dallas. 


12.  (3:45)  Postgastrectomy  Steatorrhea. 

George  L.  Jordan,  Jr.,  Houston. 

13.  (4:00)  Sprue  Syndrome. 

James  W.  McBee,  Houston. 

14.  (4:15)  Electromicroscopic  Pathological  Find- 
ings in  Whipple’s  Disease. 

Charles  T.  Ashworth,  Dallas. 

15.  (4:30)  Disaccharidase  Insufficiency. 

James  B.  Chandler,  Jr.,  Temple. 

16.  (4:45)  Intestinal  Absorption  of  Solutes  and 
Water  in  Normal  and  Celiac  Disease. 

John  S.  Fordtran,  Dallas. 


8.  (3:30)  Routine  and  Sequence  of  a Cancer  De- 
tection Program  for  Female  Pelvic  Cancer  by  the 
Generalist. 

Thomas  L.  Ball,  Los  Angeles. 

The  use  of  Papanicolaou  smear  tests  by  generalists  has  contrib- 
uted to  the  first  major  reduction  in  deaths  from  a specific 
cancer.  Yet,  only  about  one  in  four  American  women  is  enlisted 
in  a cancer  detection  program.  A detection  program,  broadly 
interpreted,  includes  the  office  of  the  physician,  cancer  detection 
clinics,  research  projects,  and  any  other  operation  that  syste- 
matically brings  women  to  a physician  for  tests  to  detect  cancer 
of  the  genital  tract.  Cervical  cancer  probably  develops  over  a 
period  of  many  years,  and  the  generalist  is  in  the  best  position 
to  bring  women  into  the  detection  program.  Procedures  which 
the  generalist  can  perform  will  be  outlined. 

9.  (4:00)  Recent  Advances  in  the  Surgical  Ther- 
apy of  Acquired  Heart  Disease. 

Grady  L.  Hallman,  Jr.,  Denton  A.  Cooley, 
and  Robert  D.  Bloodwell,  Houston. 


SECTION  ON  GENERAL  PRACTICE 

Chairman — Nelson  L.  Schiller,  Austin. 

Secretary — Edward  C.  Held,  San  Antonio. 

FRIDAY,  APRIL  15,  2:30-5  p.m. 

Theater,  Municipal  Auditorium 

1.  (2:30)  Pediatric  Gynecology  for  the  Generalist. 

Thomas  L.  Ball,  Los  Angeles. 

Gynecologic  examination  of  infants  and  young  girls  without 
anesthesia  is  not  an  insurmountable  task.  The  psychosexual 
trauma  of  an  examination  is  frequently  projected  far  beyond 
any  real  consequences.  Meanwhile,  failure  to  make  a positive 
diagnosis  may  r^ult  in  emotional  distress  accompanying  an  un- 
known situation,  which  may  far  exceed  any  caused  by  a gentle 
examination.  Use  of  simple  techniques  and  instruments  can  sim- 
plify this  examination  ; it  is  also  easier  when  the  physician  and 
child  have  known  each  other  for  some  time.  Common  infections, 
foreign  bodies,  and  congenital  anomalies  may  be  recognized  and 
early  definitive  treatment  begun. 

2.  (3:00)  Advances  in  Cosmetic  Surgery. 

John  R.  Hill,  Houston. 

3.  (3:30)  Early  Identification  of  Children  with 
Minimal  Brain  Injuries  and  Related  Conditions. 

Charles  R.  Strother,  Ph.D.,  Seattle. 

4.  (4:00)  Suggestive  Therapeutics. 

Joseph  C.  Magliolo,  Dickinson. 


10.  (4:30)  Insights  in  the  Evaluation  and  Manage- 
ment of  Postoperative  Patients. 

Edward  P.  Didier,  Rochester,  Minn. 

The  early  postsurgical  period  need  not  always  be  one  of  nausea, 
oliguria,  shallow  breathing,  and  pain.  Various  aspects  of  the 
use  of  balanced  electrolyte  solution,  venous  pressure  monitoring, 
simple  respiratory  regimens,  and  good  nursing  care  will  be 
discussed,  from  the  standpoint  of  greater  comfort,  decreased 
morbidity,  and  shorter  recovery  time. 


SECTION  ON  INTERNAL  MEDICINE 

Chainnan — Hugh  H.  Hanson,  Houston. 

Secretary — William  M.  Donohue,  Houston. 

FRIDAY,  APRIL  15,  2:30-5  p.m. 

Room  1,  Municipal  Auditorium 

Seminar  on  Pulmonary  Disease 

1.  (2:30)  The  Emphysema  Factor  in  Obstructive 
Pulmonary  Disease. 

Daniel  E.  Jenkins,  Houston. 

2.  (3:00)  Some  Common  Manifestations  of  Un- 
usual Pulmonary  Diseases. 

Kenneth  T.  Bird,  Boston. 
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The  discomforts  of 

DIARRHEA 
MUCOUS  COLITIS 
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SPASTIC  URETERITIS 
E?!  ADDER  SPASM 

♦ ♦ , are  relieved  hy  direct  musculotropic  action  with 
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Available  in  100  milligram  pink  sugar-coated  tablets. 

The  high  therapeutic  index  permits  dosage  sufficient  to  relieve 
spasm  promptly.  The  usual  initial  dose  is  4 tablets.  Maintenance  dosage 
is  usually  one  or  two  tablets  4 times  a day. 
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Trocinate  BRAND  THIPHENAMIL  HCI 
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. . . directly  relaxes  smooth  muscle  spasm 
. . . combats  hypermotility 
. . . non-mydriatic  — may  be  used  in  glaucoma 

Trocinate  (Thiphenamil  HCl)  has  been  found  in  three  clinical  studies,  (J.  Mo. 
Med.  Assoc.,  48:685-6;  Med.  Rec.  & Annals,  43:1104-6;  J.  Urol.,  73:487-93), 
to  be  effective  and  to  be  free  of  side-effects.  Fifteen  years  of  wide  clinical  usage  has 
affirmed  the  safety  and  effectiveness  of  Trocinate. 
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Many 
anxious 
patients 
need  more 
than  just 
calming. 
Stelazine" 


brand  of 


trifluoperazine  / 


offers 
true 
tranquilization. 


Sedative  or  muscle  relaxant-type  tranquilizers  are  often  all  that's 
needed  for  patients  with  temporary  situational  anxiety.  But  in 
the  many  patients  whose  anxiety  presents  a continuing  problem 
these  agents  are  limited  by  their  generalized  dulling  effects. 
'Stelazine'  can  attack  anxiety  directly  without  producing 
annoying  dulling  effects.  On  'Stelazine',  patients  can  react 
more  normally  to  day-to-day  stress  yet  remain  alert,  able  to 
carry  on  their  normal  activities. 

Contraindicated  in  comatose  or  greatly  depressed  states  due  to  CNS  depressants 
and  in  cases  of  existing  blood  dyscrasias,  bone  marrow  depression  and  pre-existing 
liver  damage.  Principal  side  effects,  usually  dose  related,  may  include  mild  skin 
reaction,  dry  mouth,  insomnia,  fatigue,  drowsiness,  dizziness  and  neuromuscular 
(extrapyramidal)  reactions.  Muscular  weakness,  anorexia,  rash,  lactation  and 
blurred  vision  may  also  be  observed.  Blood  dyscrasias  and  jaundice  have  been 
extremely  rare.  Use  with  caution  in  patients  with  impaired  cardiovascular  systems. 
Before  prescribing,  see  SK&F  product  Prescribing  Information. 


Smith  Kline  & French  Laboratories,  Philadelphia 
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3.  (3:30)  Pulmonary  Heart  Disease. 

Maurice  S.  Segal,  Boston. 

Compensatoi-y  hyperventilation  is  largely  lost  in  these  patients 
and  hypoventilation  is  more  common.  In  patients  with  severe  de- 
grees of  arterial  hypoxia,  there  is  a tendency  toward  respiratory 
acidosis,  secondary  polycythemia,  pulmonary  hypertension,  high 
cardiac  output  with  or  without  failure,  and  actual  heart  failure 
with  elevation  of  diastolic  pressure  in  the  right  ventricle.  In 
these  last  stages,  pulmonary  hypertension  is  irreversible  and  is 
accompanied  by  intractable  heart  failure.  Management  of  the 
chronic  state  essentially  concerns  the  underlying  lung  disease 
and  rehabilitation  procedures.  Treatment  of  acute  decompensa- 
tion includes  the  same  measures  plus  critical  decisions  involving 
tracheostomy,  analeptic  drugs,  and  oxygenation. 

4.  (4:00)  Panel:  “Pearls”  of  Progress  in  Pul- 
monary Disease. 

Coin  Lesions, 

Kenneth  T.  Bird,  Boston. 
Respiratory  Emergencies. 

Kenneth  T.  Bird,  Boston. 
Presurgical  and  Postsurgical  Manage- 
ment of  the  Dyspneic  Patient. 

Joel  E.  Reed,  Houston. 
The  Diagnostic  Approach  to  Bilateral 
Pulmonary  Infiltrations, 

Joel  E.  Reed,  Houston. 
Practical  Pulmonary  Function  Testing. 

William  F.  Miller,  Dallas. 
Recognition  of  Metabolic  Disturbances 
in  Chronic  Respiratory  Insufficiency. 

William  F.  Miller,  Dallas. 
New  Developments  in  Tuberculosis. 

Daniel  E.  Jenkins,  Houston. 
Management  of  Respiratory  Failure. 

Daniel  E.  Jenkins,  Houston. 
Glomectomy  in  Asthma  and  Emphy- 
sema. 

Maurice  S.  Segal,  Boston. 

New  Developments  in  Inhalation 
Therapy. 

Maurice  S.  Segal,  Boston. 

SATURDAY,  APRIL  16,  2:30-5  p.m. 

Room  1,  Municipal  Auditorium 

The  Malabsorption  Syndrome 

Joint  Session:  Sections  on  Internal  Medicine,  Diges- 
tive Diseases,  and  Radiology. 

5.  (2:30)  Introduction. 

Richard  D.  Haines,  Temple. 

6.  (2:35)  Physiological  Abnormalities  Common  to 
Severe  Malabsorption. 

Belton  G.  Griffin,  Houston. 

7.  (2:50)  Newer  Ideas  Regarding  Fat  Absorp- 
tion. 

Callum  R.  W.  Bain,  Dallas. 

8.  (3:05)  Tests  Available  for  the  Detection  of 
Malabsorption. 

Alvin  J.  Cummins,  Memphis. 

9.  (3:20)  X-Ray  Patterns  in  Gastrointestinal 
Malabsorption  Syndrome. 

Donald  N.  Dysart,  Temple. 


(3:.35) 

Intermission. 

10. 

(3:45) 

Postgastrectomy  Steatorrhea. 

George  L.  Jordan,  Jr.,  Houston. 

11. 

(4:00) 

Sprue  Syndrome. 

James  W.  McBee,  Houston. 

12.  (4:15)  Electromicroscopic  Pathological  Find- 
ings in  Whipple’s  Disease. 

Charles  T.  Ashworth,  Dallas. 

13. 

(4:30) 

Disaccharidase  Insufficiency. 

James  B.  Chandler,  Jr.,  Temple. 

14. 

(4:45) 

Intestinal  Absorption  of  Solutes  and 

Water  in  Normal  and  Celiac  Disease. 

John  S.  Fordtran,  Dallas. 


SECTION  ON  NERVOUS 
AND  MENTAL  DISEASES 

Chairman — Perry  C.  Talkington,  Dallas. 

Secretary — James  K.  Peden,  Dallas. 

FRIDAY,  APRIL  15,  2:30-5  p.m. 

Room  2,  Municipal  Auditorium 

(Members  of  the  Texas  Neuropsychiatric  Association  and  Texas 
District  Branch,  American  Psychiatric  Association,  will  have  an 
Early  Bird  Party,  Friday,  7:30  p.m.,  Ballroom,  Crest  Hotel.) 

1.  (2:30)  Relief  of  Intractable  Pain  by  Hippo- 
campectomy. 

Alexander  Gol,  Houston. 

A postoperative  effect  of  hippocampectomy  in  cats,  baboons, 
and  monkeys  was  elevation  of  their  thresholds  of  response  to 
painful  stimuli.  To  evaluate  hippocampectomy  on  a clinical  level, 
the  surgery  was  performed  on  seven  patients  with  severe  in- 
tractable pain.  Techniques  for  performing  the  procedure  are  to 
be  presented.  Results  in  these  cases  showed  that  complete,  long- 
lasting  relief  of  pain  could  be  obtained  with  extensive  bilateral 
hippocampectomy.  Results  with  lesser  procedures  will  be  dis- 
cussed. The  short  life  span  of  most  of  the  patients,  due  to  ma- 
lignant disease  which  produced  the  pain,  prevented  an  ade- 
quate, long-term  investigation.  Some  psychological  responses 
occurred. 

Discussion:  Robert  G.  Farris,  Austin. 

2.  (3:00)  Psychomotor  Seizures  and  Disorders  of 
Behavior  in  Temporal  Lobe  Defects  of  Childhood. 

Richard  J.  Allen,  Ann  Arbor,  Mich. 

3.  (3:30)  Observations  on  Relative  Incidence  of 
Psychopathology  in  Adopted  Children  in  Texas. 

Grace  K.  Jameson,  Galveston. 

In  the  author’s  psychiatric  practice,  of  390  consecutive  patients. 
43  were  adopted  children.  Twenty-six  required  hospitalization, 
which  is  an  even  higher  percentage  than  all  cases  requiring 
hospitalization.  Cases  were  analyzed  according  to  age  at  adop- 
tion and  type  of  adoptive  placement.  Preliminary  conclusions 
indicate  that  infants  placed  by  a licensed  child  placement 
agency  have  a lower  incidence  of  severe  psychopathology  than 
those  placed  independently.  Also,  children  who  were  several 
years  old  at  the  time  of  placement  tend  to  be  so  severely  dam- 
aged that  psychiatric  evaluation  and  help  for  the  adoptive  par- 
ents seems  indicated  from  the  time  of  the  prospective  place- 
ment on. 

Discussion:  Eugene  C.  McDanald,  Jr., 

Galveston. 
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4.  (4:00)  Why  Do  Patients  Become  Incapacitated? 

C.  H.  Hardin  Branch,  Salt  Lake  City. 

5.  (4:30)  Effects  on  Neurologic  Symptoms  of 
Fluctuations  in  Several  Metabolites. 

William  K.  Jordan,  Little  Rock,  Ark. 

SATURDAY,  APRIL  16,  2:30-5  p.m. 

Room  2,  Municipal  Auditorium 

(The  Texas  Neuropsychiatric  Association  and  the  Texas  Dis- 
trict Branch  of  the  American  Psychiatric  Association  will  con- 
duct a meeting  Saturday.  10:30  to  11:30  a.m.,  Barcelona  and 
Granada  Rooms,  Crest  Hotel.  See  Specialty  Programs  section 
for  details.) 

6.  (2:30)  Epidemiology  of  Mental  Illness. 

Spencer  Bayles,  Houston. 

To  plan  intelligently  for  community  mental  health  centers  and 
other  elements  of  care  in  the  coming  decade,  better  information 
is  needed  on  the  nature  and  extent  of  mental  illnesses  in  the 
population.  Currently  known  information,  and  immediately  avail- 
able courses  of  action  which  are  indicated  to  begin  closing  gaps 
in  present  knowledge  will  be  summarized. 

7.  (3:00)  Defects  in  Undergraduate  Psychiatric 
Education. 

C.  H.  Hardin  Branch,  Salt  Lake  City. 

8.  (3:30)  “Spit”  Is  a Horrid  Word. 

William  H.  Wood,  Dallas. 

Years  ago,  the  slogan  “ ‘Spit’  Is  a Horrid  Word”  appeared  in 
thousands  of  advertisements.  The  implication  was  that  one  could 
avoid  this  four-letter  horror  by  smoking  the  advertiser’s  cigars. 
Today,  medical  periodicals  are  filled  with  advertisements  indi- 
cating the  horrid  “aspects  of  schizophrenia,”  “psychosis,”  and 
other  conditions,  and  that  these  can  be  minimized  by  various 
chemical  concoctions  or  therapeutic  manipulations.  Authors 
write  knowingly  of  schizophrenics  doing  this  or  that,  or  of  its 
underlying  but  concealed  “psychotic”  aspects.  Somewhat  the 
same  suggestion  as  the  word  “spit”  comes  from  many  such 
semantically  disagreeable  euphemisms.  Psychiatric  “cuss  words” 
should  be  eliminated  from  the  literature  because  they  are 
devastating  and  because  frequently  they  represent  excuses  for 
a lack  of  real  understanding  of  the  nature  of  a mental  illness. 
Words  such  as  “insanity,”  “neurosis,”  and  a host  of  other  bad 
names  have  retarded  development  of  psychiatric  knowledge. 
There  is  a need  to  return  to  basic  medical  tenets  so  that  all 
treatment  will  be  based  upon  accurate  diagnosis.  Labeling, 
without  clear  understanding  of  the  precise  meaning  of  the  term, 
is  worse  than  useless. 

Discussion:  Jerry  M.  Lewis,  Dallas. 

9.  (4:00)  Comparison  of  First  Admissions  to  a 
Private  Psychiatric  Hospital  with  the  General  Pop- 
ulation, 1940  and  1960. 

Perry  C.  Talkington,  James  Otis  Smith 
and  Mrs.  Martha  Kelsey  Smith,  Dallas; 
and  Hiram  J.  Friedsam,  Ph.D.,  Denton. 

Selected  social  characteristics  and  backgrounds  of  first  admis- 
sions to  a private  psychiatric  hospital  in  1940  and  1960  were 
compared  with  the  white  populations  of  Texas  and  Dallas  County 
to  determine  what,  if  any,  change  in  these  characteristics  oc- 
curred between  1940  and  1960.  In  those  two  years,  the  hospital 
population  represented  a select  group  and  differed  from  the 
white  population  in  Texas  as  a whole,  and  of  Dallas  County  in 
particular,  on  the  basis  of  certain  social  characteristics.  The 
analysis  is  expected  to  reveal  a shift  in  the  social  backgrounds 
and  psychiatric  characteristics  of  patients  entering  the  hospital 
between  the  two  years,  and  that  the  changes  in  the  hospital  pop- 
ulation will,  at  a minimum,  reflect  changes  in  the  general  popu- 
lation. Additional  changes  may  be  related  to  hospital  policy,  or 
to  the  changing  character  of  psychiatric  illness. 


10.  (4:30)  Diagnosis  and  Treatment  of  Brain 
Stem  Gliomas  in  Children. 

Richard  J.  Allen,  Ann  Arbor,  Mich. 


SECTION  ON  OBSTETRICS 
AND  GYNECOLOGY 

Chairman — Garland  H.  Lang-,  Midland. 

Secretai'y — ^Charles  A.  Stephens,  Odessa. 

FRIDAY,  APRIL  15,  2:30-5  p.m. 

Rooms  10  and  12,  Municipal  Auditorium 

1.  (2:30)  Effect  of  Analgesia  on  Premature  Sur- 

vival and  Morbidity. 

D.  Frank  Kaltreider,  Baltimore. 

Much  information  may  be  gathered  from  the  literature  on  the 
effects  of  sedation  on  blood  levels,  Apgar  scores,  and  other  con- 
ditions in  the  newborn.  Of  most  importance  is  what  effect,  if 
any,  sedation  has  on  immediate  survival,  neonatal  morbidity  and 
long-term  morbidity?  A double-blind  study  to  answer  these 
problems  will  be  presented. 


2.  (3:15)  Rupture  of  the  Gravid  Uterus. 

E.  B.  Mendel,  Dallas. 

Studies  of  over  100,000  live  births  and  an  appraisal  of  rupture 
of  the  gravid  uterus  were  made  at  Baylor  University  Medical 
Center  during  1950-1965.  Evaluation  of  the  types  of  rupture 
and  causative  factors  will  be  made  and  discussed. 

(3:35)  Discussion. 

(3:45)  Coffee. 

3.  (4:00)  Surgical  Revision  of  Operative  Failures 
in  the  Surgery  of  Urinary  Stress  Incontinence. 

Thomas  L.  Ball,  Los  Angeles. 

Multiple  failures  in  the  surgery  of  urinary  stress  incontinence 
need  not  relegate  a patient  to  social  oblivion.  A substantial  num- 
ber of  sling  and  Marshall-Marchetti  operations  fail,  and  pa- 
tients may  then  be  shuttled  between  urologist  and  gynecologist, 
or  may  feel  that  nothing  further  can  be  done ; worse,  they  may 
be  offered  a urinai’y  diversion  operation.  This  is  not  the  next 
step  in  the  management  of  these  cases.  The  bizarre,  unphysiolog- 
ical  features  of  these  operations  can  be  revised  satisfactorily, 
providing  the  bladder  has  not  become  hopelessly  contracted  and 
hypertonic.  This  “frozen  bladder  syndrome,”  is  difficult  to  re- 
vise, once  the  space  of  Retzius  has  been  invaded.  It  can  be  done 
by  resection  of  the  bladder  and  proximal  urethra  anteriorly, 
and  reapproximation  of  healthy,  unscarred  bladder  musculature. 
It  is  not  a simple  procedure.  The  hypertonic  bladder  with  over- 
flow incontinence,  regardless  of  the  etiology,  may  be  helped  by 
a resection  of  the  splanchnic  plexuses  bilaterally  (including  the 
parasympathetic  innervation  of  the  bladder),  but  this  has  had 
limited  application  in  the  United  States  and  will  require  further 
study  and  evaluation. 

SATURDAY,  APRIL  16,  2:30-5  p.m. 

Rooms  10  and  12,  Municipal  -Auditorium 

4.  (2:30)  -Attitudes  in  Contraception,  Steriliza- 
tion, and  Abortion. 

D.  Frank  Kaltreider,  Baltimore. 

Whether  the  physician  desires  it  or  not,  he  must  become  actively 
involved  in  population  problems.  These  are  not  only  economic, 
spatial,  and  explosive : they  are  presenting  various  medical 
facets  that  require  immediate  thouKht  and  action.  How  abortion, 
sterilization,  and  contraception  may  play  roles  in  this  area  will 
be  discussed,  and  some  opinioi:  jriven  as  to  directions  tliat  may 
seem  valuable  to  pursue. 
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5.  (3:15)  Thermography  in  Pregnancy. 

Robert  A.  Ingi-am,  Orange. 

Thermography  gives  a visual  measure  of  body  temperatures,  in 
1/8-inch  strips,  and  resulting  patterns  are  used  to  localize  in- 
creased metabolic  processes.  Pregnancy  has  been  detected  as 
early  as  two  days  before  the  first  missed  period,  placenta  identi- 
fied, and  abortion  or  successful  pregnancy  predicted  with  2 
misses  in  300  trials. 

(3:30)  Discussion. 

(3:40)  Coffee. 

6.  (3:50)  Median  Episiotomy:  The  Procedure  of 
Choice  in  Operative  Obstetrics. 

Lawi’ence  E.  Lundgren,  Houston. 

Median  episiotomy  is  an  anatomical  approach  to  this  commonly 
performed  procedure.  Early  median  episiotomy  with  an  added  in- 
cision of  the  musculofascial  sheath  vaginally,  provides  the  added 
dimensions  of  the  birth  canal,  thus  practically  eliminating  in- 
jury to  the  maternal  soft  tissues  in  the  urogential  diaphragm. 
Postpartum  perineal  pain  is  reduced ; the  vagina  and  perineum 
return  to  an  almost  nulliparous  condition ; cystocele  and  recto- 
cele  are  virtually  eliminated ; and  the  same  sexual  satisfaction 
should  prevail  as  before  delivery.  There  were  no  complications 
in  1,000  consecutive  median  episiotomies  (approximately  6 per- 
cent third  degree,  and  8 percent  fourth  degree  extensions).  The 
author  believes  that  median  episiotomy  should  be  the  procedure 
of  choice  in  every  case. 

(4:05)  Discussion. 

7.  (4:15)  Cancer  of  the  Vulva. 

Jason  H.  Collins,  New  Orleans. 


SECTION  ON  OPHTHALMOLOGY 
AND  TEXAS  OPHTHALMOLOGICAL 
ASSOCIATION 

Chairman,  Section  on  Ophthalmology,  and  Presi- 
dent, Texas  Ophthalmological  Association- — Har- 
old E.  Hunt,  Paris. 

Secretary,  Section  on  Ophthalmology,  and  Vice 
President  and  Program  Chairman,  Texas  Oph- 
thalmological Association — Henry  L.  Hilgartner, 
Austin. 

Secretary,  Texas  Ophthalmological  Association — 
James  L.  Mims,  San  Antonio. 

Treasurer,  Texas  Ophthalmological  Association — 
Harl  D.  Mansur,  Jr.,  Wichita  Falls. 

(The  Executive  Council,  Texas  Ophthalmological  Association, 
will  meet  Thursday,  April  14,  2 p.m..  Viking  Room,  Terrace 
Motor  Hotel.) 

FRIDAY,  APRIL  15,  8:30  a.m.-5  p.m. 

Rooms  9 and  11,  Municipal  Auditorium 
Henry  L.  Hilgartner,  Austin,  Presiding 

Introduction  of  Speaker. 

Frank  H.  Gregg,  Austin. 

1.  (8:30)  A Course  in  Ophthalmology  Office  Pro- 

cedures. (Refresher  course  primarily  for  non-oph- 
thalmologists). 

Robert  W.  Hollenhorst,  Rochester,  Minn. 

(9 :45)  Recess. 


2.  (10:00)  President’s  Address:  Survey  of  Oph- 
thalmology in  Texas,  1965-66. 

Harold  E.  Hunt,  Paris. 

The  status  of  ophthalmology  as  of  this  year  in  this  state — its 
growth,  its  needs,  its  teaching  and  research  responsibilities, 
and  future  possibilities — will  be  summarized. 

3.  (10:30)  Peripheral  Retinal  Disease. 

Thomas  F.  Hogan,  Jr.,  San  Antonio. 

4.  (11:00)  Schiotz  Applanation  Disparity. 

J.  Lawton  Smith,  Miami. 

The  Goldman  applanation  tonometer  measures  intraocular  pres- 
sure more  accurately  than  the  Schiotz  tonometer.  Frequently 
significant  differences  in  intraocular  pressure  can  be  found  by 
using  the  two  methods  on  the  same  patient.  Pressure  measured 
by  applanation  will  be  higher  than  the  Schiotz  value  in  a 
surprising  number  of  patients.  The  reverse  finding  is  quite 
rare.  An  attempt  to  solve  the  problem  by  using  multiple  weights 
and  the  Friedenwald  nomogram  not  only  will  often  fail,  but 
occasionally  will  increase  the  error.  Intraocular  pressure  is 
1-2  mm.  Hg.  higher  when  one  is  supine  (Schiotz)  than  when 
one  is  erect  (applanation),  however,  applanation  values  are 
higher  than  Schiotz,  and  hence  the  postural  difference  only 
emphasizes  the  disparity.  Cases  will  be  cited  illustrating  the 
importance  of  this  concept,  and  a strong  plea  will  be  made 
for  all  ophthalmologists  to  change  from  Schiotz  to  applanation 
tonometry  in  routine  office  work, 

(11:50)  Visit  Exhibits. 

12:15  p.m. 

Room  15,  Municipal  Auditorium 

5.  (12:15)  Luncheon  of  Texas  Ophthalmological 
Association, 

1:15  p.m. 

Rooms  9 and  11,  Municipal  Auditorium 
Harold  E.  Hunt,  Paris,  Presiding 

6.  (1:15)  Business  Meeting  of  Texas  Ophthalmo- 
logical Association  (members  only). 

3 p.m. 

Rooms  9 and  11,  Municipal  Auditorium 

7.  (3:00)  New  Data  on  Retinal  Arterioles. 

Robert  W.  Hollenhorst,  Rochester,  Minn. 

The  window  provided  by  the  retina  for  observation  of  the 
processes  that  transpire  in  the  brain  in  atherosclerosis  and  other 
causes  of  cerebrovascular  occlusive  disease  has  thrown  new  light 
on  the  mechanism  of  production  of  strokes.  Some  of  the  phe- 
nomena concerned  with  embolisms  as  seen  in  the  retinal  arteri- 
oles will  be  discussed  and  illustrated  by  photographs. 

(3:50)  Recess. 

8.  (4:00)  FTA-ABS  Test  in  Diagnosis  of  Ocular 
and  Neurosyphilis. 

J.  Lawton  Smith,  Miami. 

The  fluorescent  treponemal  antibody  absorbed  (FTA-ABS)  test 
has  been  evaluated  during  the  past  three  years  in  a cooperative 
study  between  the  Venereal  Disease  Research  Laboratory, 
USPHS,  Atlanta,  and  the  Department  of  Ophthalmology,  Uni- 
versity of  Miami.  Over  300  cases  of  seronegative  late  syphilis 
had  clinical  signs  of  late  syphilis  on  eye  or  neurologic  exami- 
nation ; a history  of  venereal  infection,  often  with  inadequate 
treatment ; and  non-reactive  VDRL  or  other  reagent  test,  but 
reactive  TPI  and/or  FTA-ABS.  The  importance  of  this  test  in 
clinical  diagnosis  will  be  stressed. 
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SATURDAY,  APRIL  16,  8:30  a.m.-5  p.m. 

Rooms  9 and  11,  Municipal  Auditorium 
Harold  E.  Hunt,  Paris,  Presiding- 

Introduction  of  Speaker. 

Hardy  E.  Thompson,  Austin. 

9.  (8:30)  Eye  Signs  of  Stroke  (Refresher  course 
primarily  for  ophthalmologists). 

J.  Lawton  Smith,  Miami. 

10.  (9:45)  Thyroid  Eye  Disease  and  Related  Prob- 
lems of  Ocular  Motility. 

J.  Lawton  Smith,  Miami. 

(10:35)  Recess. 

11.  (10:45)  Symposium:  Retinal  Detachment. 

Chairman:  Richard  S.  Ruiz,  Baylor  University 

College  of  Medicine,  Houston. 
Panel  Participants:  W.  Rex  Hawkins, 

Baylor  University 
College  of  Medicine,  Houston. 
John  R.  Lynn,  University  of  Texas 
Southwestern  Medical  School,  Dallas. 

Albert  Vaiser,  University  of  Texas 
Southwestern  Medical  School,  Dallas. 

Edward  G.  Ferguson,  III, 
University  of  Texas 
Medical  Branch,  Galveston 
Alice  McPherson, 
Baylor  University 
College  of  Medicine,  Houston. 

Introduction  and  Preoperative  Evalua- 
tion. 

Richard  S.  Ruiz,  Houston. 

Operative  Procedure  and  Technique. 

W.  Rex  Hawkins,  Houston. 

Use  of  Sclera  and  Drainage  of  Subreti- 
nal  Fluid. 

Albert  Vaiser,  Dallas. 

Diathermy,  Photocoagulation  and  Cryo- 
therapy. 

Alice  McPherson,  Houston. 

Management  of  Surgical  Complications. 
Edward  G.  Ferguson,  III,  Galveston. 

Postoperative  Management. 

John  R.  Lynn,  Dallas. 

Summary. 

Richard  S.  Ruiz,  Houston. 
Questions  and  Answers. 

(12:15)  Recess. 

2:30  p.m. 

Rooms  9 and  11,  Municipal  Auditorium 
Everett  R.  Veirs,  Temple,  Presiding 

12.  (2:30)  Ophthalmodynamometry. 

Robert  W.  Hollenhorst,  Rochester,  Minn. 

The  clinical  usefulness  of  the  ophthalmodynamometer  in  evalu- 
ating the  blood  pressure  of  the  ophthalmic  arteries  has  been 


established.  An  attempt  to  interpret  common  findings,  with 
focus  on  the  areas  and  limits  of  clinical  reliability  of  this 
instrument,  will  be  made. 

13.  (3:20)  Treatment  of  Obstruction  of  Nasolac- 
rimal Duct  in  Children. 

G.  Wootten  Bro-wn,  Austin. 

(3:40)  Recess. 

14.  (3:50)  Treatment  of  Toxoplasmosis. 

Dor  W.  Brown,  Jr.,  Fredericksburg. 

The  history  of  diagnosis  and  treatment  of  toxoplasmosis,  and 
present  concepts  are  to  be  discussed.  Specific  treatment  of  cases 
encountered  in  a local  outbreak  is  to  be  presented  and  discussed 
in  cooperation  with  the  state  health  department  epidemiology 
field  crews. 

15.  (4:10)  Differential  Diagnosis  of  Nystagmus. 

Robert  W.  Hollenhorst,  Rochester,  Minn. 

The  various  forms  of  optic,  vestibular,  neuromuscular,  congeni- 
tal and  hereditary,  toxic  and  voluntary  nystagmus  will  be  dis- 
cussed and  illustrated  by  a short  movie.  The  clinical  value 
of  exact  interpretation  of  the  disordered  movements  will  be 
stressed. 

(5:00)  Adjourn.  Visit  Exhibits. 


SECTION  ON  OTOLARYNGOLOGY 
AND  TEXAS  OTOLARYNGOL- 
OGiCAL  ASSOCIATION 

ChaiiTnan,  Section  on  Otolaryngology,  and  Vice 
President,  Texas  Otolaryngological  Association — • 
Thomas  W.  Folbre,  San  Antonio. 

Secretary,  Section  on  Otolaryngology — Lloyd  A. 
Storrs,  Lubbock. 

President,  Texas  Otolaryngological  Association — J. 
Patrick  Moran,  Corpus  Christi. 

President-Elect,  Texas  Otolaryngological  Associa- 
tion— Ben  T.  Withers,  Houston. 

Secretary,  Texas  Otolaryngological  Association — 
Norman  E.  Wright,  Amarillo. 

FRIDAY,  APRIL  15,  8:30  a.m.-4:45  p.m. 

Rooms  3 and  5,  Municipal  Auditorium 

1.  (8:30)  Current  Concepts  in  the  Management  of 
Accessible  Mucous  Membrane  Malignancies  of  the 
Head  and  Neck  (Refresher  Course). 

Richard  R.  Royer,  Detroit. 

Treatment  employing  electrocoagulation  and  curettage  for  can- 
cer that  provides,  in  general,  less  morbidity,  less  pain,  and 
shorter  hospitalization  will  he  discussed. 

2.  (10:00)  Management  of  Facial  Nerve  Paralysis. 

Ralph  Caparosa,  Pittsburgh. 

The  facial  nerve  is  the  most  commonly  paralyzed  cranial  nerve. 
The  incapacity  and  grotesque  results  of  pei-sistent  paralysis  pro- 
duce severe  emotional  and  economic  disturbances.  Despite  the 
generally  good  prognosis  in  most  cases,  a significant  number  of 
patients  recover  only  partially  or  not  at  all.  Early  diagnosis  and 
definitive  management  will  i-educe  that  number.  This  pi-esenta- 
tion  will  concern  the  diagnosis  and  management  of  facial 
paralysis. 
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3.  (10:45)  Anesthesia  for  Otorhinolaryngology. 

George  P.  Beck,  Jr.,  Lubbock,  and 
Lynn  W.  Neill,  El  Paso. 

The  past  seven  years  brought  a progressive  increase  in  the  use 
of  general  anesthesia  for  otorhinolaryngologic  procedures.  More 
extensive  surgery,  the  patient’s  comfort  and  safety,  as  well  as 
the  development  of  newer  anesthetic  agents,  influenced  this 
trend.  Since  surgery  either  directly  encroaches  upon,  or  limits 
the  availability  of,  the  airway  to  the  anesthetist,  the  use  of 
endotracheal  anesthesia  has  increased.  Control  of  bleeding  by 
electrocautery,  deliberate  hypotension  via  anesthetic  methods,  or 
use  of  vasopressors  have  added  to  the  complexity  of  the  anesthe- 
tist’s problems,  as  has  the  progressive  increase  in  the  number 
of  elderly  and  poor  risk  patients  who  undergo  surgery.  These 
problems  have  been  overcome  and  lessened  by  the  use  of  phar- 
macologic techniques  devised  for  other  needs  and  applied  to 
otorhinologic  anesthesia,  and  anesthetic  mortality  and  morbidity 
has  decreased.  Specific  problems,  their  prevention,  management, 
and  treatment  will  be  presented. 

4.  (11:15)  Multiple  Foods  in  Provocative  Tests. 

Dor  W.  Brown,  Jr.,  Fredericksburg. 

Any  technique  which  will  enable  one  to  test  a person  with  acute 
asthma  for  75  different  foods  with  only  three  injections  in  30 
minutes,  and  at  the  same  time  relieve  acute  symptoms  and 
isolate  the  offending  food,  or  to  relieve  a patient  with  giant 
hives  and  urticaria  and  isolate  two  offending  foods  with  only 
two  injections  in  20  minutes,  is  remarkable  to  say  the  least. 
This  procedure,  a modification  of  the  late  Dr.  Herbert  J.  Rinkel’s 
provocative  food  tests,  uses  that  part  of  the  test  which  relieves 
the  provoking  symptoms.  Multiple  food  antigens  are  combined 
in  equal  amounts  and  the  same  technique  as  in  a single  food 
antigen  is  used  to  reverse  the  provoking  part  of  the  test  in 
working  with  symptomatic  patients. 

(12:00)  Recess. 

2:30  p.m. 

5.  (2:30)  Business  Meeting. 

6.  (3:15)  Diagnosis  and  Treatment  of  Meniere’s 
Disease. 

Ralph  J.  Caparosa,  Pittsburgh. 

Acute  episodes  of  true  Meniere’s  disease  so  terrify  the  patient 
that  he  makes  every  effort  to  seek  some  permanent  relief.  The 
physician  can  often  do  much  to  alleviate  the  acute  attacks  and 
to  control  the  long-term  problems.  Meniere’s  disease  has  a set 
of  specific  symptoms,  definite  signs,  and  pathological  changes. 
Although  it  is  not  common,  it  must  be  differentiated  from  simi- 
lar but  totally  different  diseases.  The  diagnosis  and  manage- 
ment of  Meniere’s  disease  will  be  discussed. 

7.  (3:45)  Ultrasound  in  Treatment  of  Meniere’s 
Disease. 

Daniel  M.  Martinez,  Dallas. 

Ultrasonic  beam  of  3 million  cycles  per  second  is  applied  to  the 
vestibular  labyrinth  through  a thinned-down  portion  of  bone  in 
the  horizontal  semicircular  canal.  Vestibular  hypoactivity,  relief 
of  vertigo,  and  preservation  or  improvement  of  hearing  are  ob- 
tained. Electronystagmography  provides  information  regarding 
the  proper  position  of  the  ultrasonic  probe  and  the  degree  of 
labyrinthine  hypoactivity  desired.  A motion  picture  is  to  be 
presented, 

8.  (4:15)  Diagnostic  Aid  in  Determining  Tempo- 
romandibular Joint  Induced  Otalgia. 

Richard  R.  Royer,  Detroit. 

A simple  and  quick  differential  aid  in  establishing  the  cause 
of  otalgia  with  specific  reference  to  the  temporomandibular 
joint,  utilizing  intradermal  Xylocaine  injection,  will  be  outlined. 

5 p.m. 

Mezzanine  Crossover,  Municipal  Auditorium 
(5:00)  Cocktails. 


SATURDAY,  APRIL  16,  10  a.m.-4;30  p.m. 

Rooms  3 and  5,  Municipal  Auditorium 

9.  (10:00)  Obliterative-Type  Tympanomastoidecto- 
my. 

Ralph  J.  Caparosa,  Pittsburgh. 

The  “old”  radical  mastoidectomy  operation  resulted,  not  infre- 
quently, in  a “wet  cavity”  which  resisted  all  attempts  to  make  it 
dry.  The  marsupialization  principle  of  the  operation  is  sound, 
and  in  a significant  number  of  cases  changed  a dangerous  situa- 
tion into  a safe  one.  Although  this  change  is  laudable,  the  per- 
sistent discharge  left  many  patients  discontent  and  hopeful  that 
some  technique  could  produce  the  “dry  ear.”  Obliterative  tym- 
panomastoidectomy  combines  the  marsupialization  principle  of 
radical  mastoidectomy  with  reconstructive  shifting  of  tissues,  re- 
sulting in  a large  percentage  of  healed  cavities.  The  technique 
to  be  described  combines  the  use  of  Storrs  fascia  with  a pedicle 
flap  of  retroauricular  subcutaneous  fibrous  tissue. 

10.  (10:45)  Intracranial  Complications  from  Otitis 
Media. 

Bob  R.  Alford  and  F.  Eugene  Pratt,  Houston. 

Clinical  examples  of  several  types  of  intracranial  problems 
caused  by  otitis  media,  case  histories,  and  the  procedures  in 
management  of  these  problems  are  to  be  outlined.  The  temporal 
bones  of  two  patients  who  died  as  a result  of  chronic  otitis 
media  are  to  be  shown. 

11.  (11:15)  How  To  Talk  with  a Patient  About  His 
Cancer. 

Richard  R.  Royer,  Detroit. 

A practical  method  of  dealing  with  a regrettable  catastrophe  is 
based  on  telling  the  truth  about  what  we  actually  know  rather 
than  what  we  think. 

(12:00)  Recess. 

2:30  p.m. 

12.  (2:30)  Acoustic  Neuroma  Surgery. 

H.  Edward  Maddox,  III,  Houston. 

Early  diagnosis  of  acoustic  tumors,  stressing  complete  audiologic 
work-up,  will  be  reviewed.  Some  tumors  removed  in  conjunction 
with  the  Department  of  Neurosurgery,  University  of  Texas 
Medical  Branch,  are  to  be  discussed  and  the  method  of  removal 
shown.  A motion  picture  will  show  the  surgical  technique  and 
anatomy  of  the  area. 

13.  (3:00)  Extrusion  of  Middle  Ear  Ventilating 
Tubes — With  a Preliminary  Report  on  Permanent 
Myringostomy  by  Use  of  a Fixed  Prosthesis. 

Jack  L.  Turner,  Odessa. 

Correction  of  negative  pressure  by  the  use  of  transtympanic  ven- 
tilating tubes  has  successfully  relieved  chronic  effusive  otitis 
media.  However,  no  matter  what  the  size,  shape,  or  substance, 
all  these  prosthetic  tubes  eventually  seem  to  be  extruded.  Ob- 
servation of  unilateral  cases  of  middle  ear  effusion  in  which 
ventilating  tubes  were  inserted  and  a laquer  dot  placed  on  the 
corresponding  surface  of  the  normal  drum  indicate  that  the  in- 
herent migratory  function  of  tympanic  membrane  epithelium  is 
the  basis  of  rejection  of  any  device  transfixing  the  eardrum. 

14.  (3:30)  Dizzy  Patient — A Critical  Evaluation. 

Ralph  J.  Caparosa,  Pittsburgh. 

The  patient  who  is  dizzy  often  believes  he  has  some  dreaded 
disease  for  which  the  prognosis  can  be  only  bad.  When  the  diag- 
nosis is  obvious,  the  patient  can  be  reassured  and  his  fear 
allayed.  When  the  diagnosis  is  not  obvious,  some  systematic  ef- 
fort should  be  made  to  evaluate  the  problem.  Total  evaluation  of 
the  patient  with  dizziness,  in  order  to  arrive  at  a diagnosis  and 
some  sensible  type  of  management,  will  be  explored. 


OUR  EXHIBITORS 
WANT  TO  MEET  YOU 
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SECTION  ON  PATHOLOGY 

Chairman — George  J.  Race,  Dallas. 

Secretary — William  B.  Kingsley,  Dallas. 

FRIDAY,  APRIL  15,  2:30-5  p.m. 

Room  7,  Municipal  Auditorium 

1.  (2:30)  Role  of  the  Autopsy  in  a Community 
Hospital. 

Frederick  P.  Bomstein,  El  Paso. 

2.  (2:50)  Polypoid  Lesions  of  the  Gastrointestinal 
Tract, 

Benjamin  Castleman,  Boston. 

3.  (3:20)  Two-Year  Study  of  the  Instance  and 
Pattern  of  Pathogenic  Escherichia  coli. 

Laurence  L.  Duncan,  Texarkana. 

4.  (3:40)  Hyperparathyroidism. 

Benjamin  Castleman,  Boston. 

5.  (4:10)  Origin  of  Vascular  Channels  from  Lo- 
cal Tissues  by  Cellular  Lysis. 

Hemprova  G.  McDonald,  Waco. 

6.  (4:30)  Defibrination  in  a Plasma  Thrombo- 
plastin Component-Deficient  Individual  Following 
Plasma  Infusion  Contaminated  by  Paracolon  Bacilli. 

E.  Richard  Halden,  Jr.,  Fort  Worth. 

SATURDAY,  APRIL  16,  2:30-5  p.m. 

Room  7,  Municipal  Auditorium 

7.  (2:30)  Panel:  Recent  Application  of  Fluores- 

cent Techniques  to  Microbiological,  Cytological,  and 
Tissue  Specimens. 

Moderator:  William  0.  Russell,  Houston. 

8.  (3:20)  Panel:  Useful  Endocrine  Procedures 

Which  Are  Practicable  for  the  Clinical  Laboratory. 

Moderator:  Harold  H.  Varon,  Dallas. 

Panelists:  A.  Ben.  C.  Dowdey,  Dallas; 

David  Marrack,  Houston;  and 
Donald  D.  Van  Fossan,  Galveston. 

9.  (4:10)  Panel:  Application  of  Electron  Micro- 

scopy to  Diagnostic  Surgical  Pathology. 

Moderator:  Vemie  A.  Stembridge,  Dallas. 

Panelists:  William  B.  Kingsley,  Dallas; 

Harvey  S.  Rosenberg,  Houston; 
and  Carl  F.  Tessmer,  Houston. 


SECTION  ON  PEDIATRICS 

Chairman — William  S.  Conkling,  Navasota. 
Secretary — Fred  W.  Kolle,  Wharton. 

FRIDAY,  APRIL  15,  2:30-5  p.m. 

Room  8,  Municipal  Auditorium 
William  S.  Conkling,  Navasota,  Presiding. 


1.  (2:30)  Abdominal  Pain  in  Children. 

Robert  B.  Lawson,  Chicago. 

The  causes  of  abdominal  pain  in  children  are  often  obvious,  on 
the  other  hand,  the  elucidation  of  the  cause  of  recurrent  or 
chronic  pain  is  often  difficult.  This  discussion  will  center  on 
the  types  of  conditions  associated  with  abdominal  pain  in  chil- 
dren. The  frequency  of  vague  abdominal  pain  as  a complaint 
is  much  higher  than  is  generally  realized. 

2.  (3:00)  Solid  Tumors  in  Infants  and  Children. 

Franklin  J.  Harberg,  Houston. 

3.  (3:30)  Imperforate  Anus  in  Infants  and  Chil- 
dren. 

Hwing  A.  Ratner,  San  Antonio. 

Symposium:  New  Concepts  of  the  Blood  Elements 
And  Their  Application  in  Therapy. 

4.  (4:00)  Platelet  and  Granulocyte  Transfusions 
in  Leukemia  and  Other  Diseases. 

Emil  J.  Freireich,  Houston. 

(4:20)  Discussion. 

5.  (4:30)  Recent  Advances  in  the  Chemotherapy 
of  Leukemia. 

Emil  Frei,  III,  Houston, 

Five  agents  capable  of  producing  complete  remission  in  children 
with  acute  leukemia  are  the  folic  acid  antagonists,  the  adrenal 
corticosteroids,  the  thiopurines,  cyclophosphamide,  and  vin- 
cristine. Their  pharmacology  and  clinical  application  will  be 
briefly  reviewed.  Approaches  to  improving  therapy  with  these 
agents  will  be  discussed.  Selected  studies  with  new  agents  in- 
cluding cytosine  arabinoside.  a pyrimidine  antimetabolite,  and 
6-methylmercaptopurine  riboside,  which  is  active  in  experimental 
systems  resistant  to  6-mercaptopurine,  will  be  presented. 

(4:50)  Discussion. 

SATURDAY,  APRIL  16,  2:30-5  p.m. 

Room  8,  Municipal  Auditorium 
Fred  W.  Kolle,  Wharton,  Presiding. 

6.  (2:30)  Unexplained  Fever  in  Children. 

Robert  B.  Lawson,  Chicago. 

Fever  is  probably  the  commonest  complaint  a pediatrician  hears. 
All  practitioners  should  have  a logical  plan  for  diagnosis  and 
treatment  when  the  cause  of  fever  is  obscure.  The  different 
causes  of  fever  encountered  in  the  neonatal  period,  in  infancy, 
and  in  later  childhood  will  be  discussed.  Differential  diagnostic 
possibilities  are  suggested  in  different  age  groups  according  to 
whether  the  fever  is  of  short  duration  in  a child  who  is  not 

severely  ill,  of  short  duration  in  a severely  ill  child,  of  low 

grade  and  longer  duration,  or  recurrent. 

7.  (3:00)  Differential  Diagnosis  of  Phenylala- 

ninemia  in  Early  Infancy  and  Possible  Central  Nerv- 
ous System  Effects. 

Richard  J.  Allen,  Ann  Arbor,  Mich. 

8.  (3:30)  Recent  Trends  in  the  Field  of  Child  De- 
velopment. 

Charles  R.  Strother,  Ph.D.,  Seattle. 

9.  (4:00)  Miliary  Lung  Disease. 

Kenneth  T.  Bird,  Boston. 

10.  (4:30)  Antiviral  Drug  Therapy — A New  Era? 
Example:  Cytomegalic  Inclusion  Disease. 

Margaret  P.  Sullivan,  Houston. 
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SECTION  ON  PUBLIC  HEALTH 

Chaiiman — Charles  A.  Pigford,  Houston. 

Secretary — Francine  Jensen,  Houston. 

(The  Texas  Association  of  Public  Health  Physicians  will  have  a 
dinner  meeting  Thursday  at  7 p.m.,  Sun  Room,  Stephen  F. 
Austin  Hotel.  The  Conference  of  City  and  County  Health  Officers 
will  be  held  Saturday  at  2:30  p.m..  Room  15,  Municipal  Audito- 
rium. See  Specialty  Programs  section  for  details.) 

FRIDAY,  APRIL  15,  2:30-5  p.m. 

Room  15,  Municipal  Auditorium 

1.  (2:30)  Public  Health  and  Alcoholism. 

Jackson  A.  Smith,  Chicago. 

Any  condition  affecting  5 million  or  more  people  is  surely  a 
public  health  problem  if  for  no  other  reason  than  its  prevalence. 
However,  the  alcoholic's  illness  is  such  that  it  affects  others  and 
compounds  its  influence  in  many  subtle  ways.  These  factors  are 
to  be  considered  in  this  presentation. 


3.  (3:45)  Liver  Scanning:  Practical  Inferences 
from  Studies  with  the  “Breathing”  Liver  Phantom. 

Howard  R.  Stewart,  Temple. 

Scans  of  a liver  phantom  in  motion  have  shown  irregularities 
at  the  margins  similar  to  those  seen  on  scans  of  the  human 
liver  which  are  thought  to  be  due  to  respiration.  When  ‘'cold'* 
nodules  are  added,  the  count  rate  as  well  as  detectable  nodule 
sizes  are  also  affected. 

4.  (4:05)  Old  and  Newer  Methods  of  Treatment 
of  Carcinoma  of  the  Cervix. 

Maurice  C.  Archer,  Fort  Worth. 

Early  use  of  radium  in  treatment  of  carcinoma  of  the  cervix 
and  the  development  of  various  radium  applicators  will  be  dis- 
cussed, as  will  combined  use  of  radium  and  external  orthovolt- 
age, the  increase  in  survival  rates  with  radium  and  transvaginal 
cone  therapy.  Also  presented  is  the  latest  and  most  successful 
method  of  treatment  using  radium  applicator  combined  with  2 
Mev.  Van  deGraaf — blocking  midline  with  lead-increasing  dose 
in  parametria  point  B to  about  6,000  r. 

5.  (4:35)  Movie:  Renovascular  Hypertension. 

Narration:  Melvyn  H.  Schreiber,  Galveston. 


(2:50)  Discussion. 

2.  (3:00)  Public  Health  and  Mental  Illness. 

Shervert  H.  Frazier,  Jr.,  Austin. 

(3:20)  Discussion. 

3.  (3:30)  Public  Health  and  Mental  Retardation. 

Albert  G.  Randall,  McAllen. 


Several  tests  thought  valuable  in  the  diagnosis  of  renovascular 
hypertension  and  in  the  selection  of  patients  for  operation  will 
be  shown,  and  discussion  will  include  clues  to  the  diagnosis, 
etiology,  surgical  therapy,  and  follow-up. 

SATURDAY,  APRIL  16,  2:30-5  p.m. 

Room  1,  Municipal  Auditorium 

The  Malabsorption  Syndrome 


(3:50)  Discussion. 

4.  (4:00)  Newer  Dimensions  of  Public  Health. 

Myron  E.  Wegman,  Ann  Arbor,  Mich. 

(4:20)  Discussion. 

SECTION  ON  RADIOLOGY 

Chairman — -Winston  E.  Riley,  Corpus  Christi. 
Secretary — James  D.  Wilson,  Temple. 

FRIDAY,  APRIL  15,  2:30-5  p.m. 

Room  14,  Municipal  Auditorium 


Joint  Session:  Sections  on  Radiology,  Digestive  Dis- 
eases, and  Internal  Medicine. 

6.  (2:30)  Introduction. 

Richard  D.  Haines,  Temple. 

7.  (2:35)  Physiological  Abnormalities  Common  to 

Severe  Malabsorption. 

Belton  G.  Griffin,  Houston. 

8.  (2:50)  Newer  Ideas  Regarding  Fat  Absorp- 

tion. 

Callum  R.  W.  Bain,  Dallas. 

9.  (3:05)  Tests  Available  for  the  Detection  of 

Malabsorption. 

Alvin  J.  Cummins,  Memphis. 


1.  (2:30)  Decubital  Cholecystography. 

Wilbur  Q.  Budd,  Amarillo,  and 
Alvin  D.  Sears  and  J.  E.  Miller,  Dallas. 

Despite  improvements  in  materials  and  methods,  cholecystograms 
often  do  not  show  calculi.  An  improved  technique,  in  which  the 
patient  remains  in  the  right  lateral  decubital  position  throughout 
the  examination,  will  be  described.  The  frequency  of  visualizing 
the  duct  system  is  increased,  and  gallstones  undetected  by 
other  techniques  have  been  found.  The  technique  is  simple, 
rapid,  and  yields  a maximum  of  information. 

2.  (3:00)  Examination  of  the  Patient  Bleeding 
Massively  from  the  Gastrointestinal  Tract. 

Richard  Schatzki,  Boston. 

When  should  the  patient  with  acute  gastrointestinal  bleeding  be 
examined?  What  portion  of  the  gastrointestinal  tract  should  be 
examined  first?  These  questions  will  be  considered,  and  the  ac- 
tual radiological  examination  of  bleeding  patients  will  be  de- 
scribed in  detail. 


10.  (3:20)  X-Ray  Patterns  in  Gastrointestinal  Mal- 
absorption Syndrome. 

Donald  N.  Dysart,  Temple. 

(3:35)  Intermission. 

11.  (3:45)  Postgastrectomy  Steatorrhea. 

George  L.  Jordan,  Jr.,  Houston. 


12.  (4:00)  Sprue  Syndrome. 

James  W.  McBee,  Houston. 

13.  (4:15)  Electromicroscopic  Pathological  Find- 
ings in  Whipple’s  Disease. 

Charles  T.  Ashworth,  Dallas. 


14.  (4:30)  Disaccharidase  Insufficiency. 

James  B.  Chandler,  Jr.,  Temple. 
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15.  (4:45)  Intestinal  Absorption  of  Solutes  and 
Water  in  Normal  and  Celiac  Disease. 

John  S.  Fordtran,  Dallas. 


Specialty  Programs 


SECTION  ON  SURGERY 

Chairman — A.  O.  Singleton,  Jr.,  Galveston. 
Secretary — James  E.  Pridgen,  San  Antonio. 

FRIDAY,  APRIL  15,  2:30-5  p.m. 

Rooms  4 and  6,  Municipal  Auditorium 


1.  (2:30)  Treatment  of  Snake  Bite. 

Thomas  G.  Glass,  Jr.,  San  Antonio. 

2.  (3:00)  Problems  in  the  Surgical  Management 
of  Hyperparathyroidism. 

William  A.  Altemeier,  Cincinnati. 

3.  (3:30)  Surgical  Treatment  of  Strokes. 

Leroy  J.  Kleinsasser,  Dallas. 

4.  (4:00)  Suppurative  Pelvic  Thrombophlebitis. 

Jason  H.  Collins,  New  Orleans. 

5.  (4:35)  Surgical  Treatment  of  Primary  Carci- 
noma of  the  Breast. 

Alton  B.  Goldston,  Amarillo. 


SATURDAY,  APRIL  16,  2:30-5  p.m. 

Rooms  4 and  6,  Municipal  Auditorium 


6.  (2:30)  Current  Status  of  Cardiac  Valve  Re- 
placement. 

Arthur  C.  Beall,  Jr.,  Houston. 

7.  (3:00)  Problems  of  Pancreatic  Pseudocysts. 

Harris  B.  Shumacker,  Jr.,  Indianapolis. 

8.  (3:30)  Papillomas  of  the  Gallbladder. 

John  C.  Turner,  Jr.,  Tyler. 

9.  (4:00)  Multiple  Polyposis  and  Carcinoma  of 
the  Colon. 


Roger  D.  Williams,  Galveston. 

10.  (4:35)  Surgical  Experience  with  Ulcerative 
Colitis  in  the  Southwest. 


Robert  J.  Rowe,  Dallas. 


YOUR  OPINION  COUNTS 
Every  TMA  member  is  privileged 
to  attend  House  of  Delegates 
meetings.  At  reference  committee 
meetings,  any  member  may  express 
his  views  on  issues.  See 
Business  Activities,  P-8. 


CONFERENCE  OF  CITY  AND 
COUNTY  HEALTH  OFFICERS 

(Related  Organization) 

Chairman — J.  E.  Peavy,  Austin. 

(The  Texas  Association  of  Public  Health  Physicians  will  have 
a dinner  meeting  Thursday  at  7 p.m.,  Sun  Room,  Stephen  F. 
Austin  Hotel.  The  meeting  of  the  Section  on  Public  Health  of 
the  Texas  Medical  Association  will  be  held  Friday  from  2 :30  to 
5 p.m.,  Room  15,  Municipal  Auditorium.  See  Section  Meet- 
ings section  and  elsewhere  in  this  Specialty  Programs  section 
for  details.) 


SATURDAY,  APRIL  16,  2:30  p.m. 

Room  15,  Municipal  Auditorium 


1.  (2:30)  Health,  Welfare,  and  Title  XIX. 

Myron  E.  Wegman,  Ann  Arbor,  Mich. 

2.  (3:00)  Tuberculosis  Eradication. 

John  A.  Wiggins,  Jr.,  Fort  Worth. 

3.  (3:30)  Medicare,  Title  XVHI. 

J.  B.  Copeland,  Austin. 

4.  (4:00)  Extension  of  Kerr-Mills. 

Joseph  T.  Phillips,  Austin. 


5.  (4:30)  Home  Health  Services. 

Catherine  E.  Coleman,  San  Antonio. 


CONFERENCE  ON 
PHYSICIANS  AND  SCHOOLS 


(The  Confei’ence  on  Physicians  and  Schools  is  sponsored  by  the 
Committee  on  School  Health  of  the  Texas  Medical  Association. 
The  Conference  is  open  to  all  registrants,  as  well  as  school 
administrators,  school  nurses,  and  all  school  health  personnel.) 


THURSDAY,  APRIL  14,  9 a.m. 

Room  2,  Municipal  Auditorium 


1.  (9:00)  Call  to  Order. 

Arthur  G.  Arrant,  Abilene. 


Introductory  Remarks. 

David  Wade,  Austin. 


2.  (9:15)  The  Emotional  Growth  of  the  Child. 

Eugene  C.  McDanald,  Jr.,  Galveston. 


3.  (9:45)  Emotional  Stresses  in  Educational 

Settings. 

Natalie  Barraga,  Ed.D.,  Austin. 

(10:15)  Coffee. 


4.  (10:45)  Local  School  Health  Advisory  Councils. 

Mr.  Arthur  Cunningham,  Jr.,  .Austin. 

Otto  Lippmann,  .\ustin. 
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(11:45)  Recess. 


12  Noon 


4.  (9:00)  Medical  Ethics — Obligations  of  the 

Physician  to  His  Colleagues  and  to  the  Profession. 

James  H.  Sammons,  Highlands. 


Room  1,  Municipal  Auditorium 

5.  (12:00)  Luncheon. 

The  Balanced  Program  of  Health  and 
Physical  Education. 

Robert  Kaplan,  Ph.D.,  Chicago. 

1 :30  p.m. 


5.  (9:20)  Doctor-Patient  Relations. 

Walter  H.  Walthall,  San  Antonio. 

6.  (9:40)  Serving  the  Doctors  of  Texas. 

Mr.  Donald  M.  Anderson,  Austin, 

7.  (10:00)  The  Physician’s  Responsibility  as  a Cit- 
izen. 

Robert  Mayo  Tenery,  Waxahachie. 


Room  2,  Municipal  Auditorium 


(10:20)  Coffee  Break. 


6.  (1:30)  Round  Table  Discussions. 

Table  1.  School  Health  Councils. 

Table  2.  Emotional  Growth  of  the 
Child  in  Relation  to  Learning. 

Table  3.  Balanced  Program  of  Health 
and  Physical  Education. 

Table  4.  Keeping  Children  Healthy  in 
Texas. 

Table  5.  Tuberculosis  Control. 

Table  6.  Emotional  Problems — D i s c i - 
pline. 

Table  7.  Emotional  Problem  s — Non- 
Academic  Failure. 

Table  8.  Emotional  Problems — Alcohol. 

Table  9.  Emotional  Problems  — Smok- 
ing. 

Table  10.  Emotional  Problems — Sex 
Education  and  Venereal  Diseases. 

Table  11.  Governmental  Programs — 
Operation  Head  Start. 

7.  (3:00)  Round  Table  Discussion  Reports. 

(4:00)  Adjourn. 


8. (10:35)  CalltoOrder. 

James  D.  Murphy,  Fort  Worth. 

9.  (10:37)  Medicare:  Its  Impact  Upon  the  Physi- 
cian’s Practice  and  Upon  Medical  Service. 

Mr.  C.  Lincoln  Williston,  Austin. 

10.  (11:07)  The  Physician’s  Responsibility  in  Pre- 
serving Health  Insurance. 

A.  Rex  Kirkley,  Dallas. 

11.  (11:27)  Legal  Aspects  of  Medicine:  Malprac- 
tice— How  to  Avoid  It. 

Mr.  Philip  R.  Overton,  Austin. 
(12:07)  Adjournment. 


SOCIETY  OF  LIFE  INSURANCE 
MEDICAL  DIRECTORS  OF  TEXAS 


Corresponding  Secretary — Miss  Florence  Ferguson, 
Dallas. 

(The  Society  of  Life  Insurance  Medical  Directors  will  sponsor 
a Hospitality  Suite  in  the  Driskill  Hotel  Thursday,  Friday,  and 
Saturday.  All  Texas  Medical  Association  members  are  invited  to 
visit  the  suite.  Suite  number  will  be  posted  in  the  lobby.) 

FRIDAY,  APRIL  15,  12:15  p.m. 

Viking  Room,  Terrace  Motor  Hotel 


TEXAS  MEDICAL  ASSOCIATION 
ORIENTATION  PROGRAM 


1.  (12:15)  Luncheon  Meeting. 

SYMPOSIUM  ON  ALCOHOLISM 


FRIDAY,  APRIL  15,  8 a.m. 

Rooms  10,  12,  and  14,  Municipal  Auditorium 


(The  Symposium  on  Alcoholism  is  sponsored  by  the  Texas 
Commission  on  Alcoholism  and  The  University  of  Texas.) 


1.  (8:00)  Registration. 


THURSDAY,  APRIL  14,  8 p.m. 

Crystal  Ballroom,  Driskill  Hotel 


2.  (8:30)  CalltoOrder.  1.  (8:00)  Types  of  Alcoholics. 

Howard  R.  Dudgeon,  Jr.,  Waco.  Jackson  A.  Smith,  Chicago. 


3.  (8:40)  An  Accounting  of  Stewardship;  What 

Happens  to  Your  Dues? 

Elliott  Mendenhall,  Dallas. 


MAKE  RESERVATIONS  NOW 
Information,  Pages  99-102 
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SYMPOSIUM  ON 
CARDIOVASCULAR  DISEASES 


12:15  p.m. 

Rathskeller,  Municipal  Auditorium 


Chairman,  Committee  on  Cardiovascular  Diseases, 
Texas  Medical  Association — John  R.  Derrick,  Gal- 
veston. 

(The  Symposium  on  Cardiovascular  Diseases  is  sponsored  by 
the  Committee  on  Cardiovascular  Diseases  of  the  Texas  Medical 
Association  in  cooperation  with  the  Texas  Heart  Association.) 

THURSDAY,  APRIL  14,  2:30  p.m. 

Rooms  3 and  5,  Municipal  Auditorium 

1.  (2:30)  Treatment  of  the  Patient  After  Recov- 

ery from  Myocardial  Infarction. 

Robert  H.  Mitchell,  Plainview. 


6.  (12:15)  Luncheon. 

Early  Identification  of  Children  with 
Minimal  Brain  Injuries  and  Related 
Conditions. 

Charles  R.  Strother,  Ph.D.,  Seattle. 

2 p.m. 

Room  14,  Municipal  Auditorium 

7.  (2:00)  Audiological  Testing,  Comprehension, 
and  Linguistics. 

Sister  Mary  Arthur,  CDP,  Ph.D.,  San  Antonio. 


2.  (3:20)  Current  Diuretic  Management  of  Heart 

Failure. 

George  H.  Carman,  Dallas. 


8.  (2:45)  Sensory  Comprehension  and  Its  Ap- 

plication to  Learning  Processes. 

Mary  W.  C.  Fletcher,  Houston. 


3.  (4:10)  Pulmonary  Hypertension. 

William  J.  Block,  San  Antonio. 


SYMPOSIUM  ON 
CEREBRAL  PALSY 

(The  Symposium  on  Cerebral  Palsy  is  sponsored  by  United 
Cerebral  Palsy  Association  of  Texas,  Inc.  and  is  cosponsored 
by  the  Department  of  Special  Education,  College  of  Education, 
The  University  of  Texas.) 

SATURDAY,  APRIL  16,  8:30  a.m. 

Room  14,  Municipal  Auditorium 

Children’s  Learning  Problems  Due  to 
Neurologic  Dysfunction 


9.  (3:30)  Clinical  Methods  of  Evaluation  in  Use 
in  Europe  Concerning  Psychological  Testing  and 
Determination  of  Emotional  Involvement. 

Margaretha  Schaap,  Ph.D.,  Austin. 

10.  (4:15)  Questions  and  Answers. 

(5:00)  Adjournment. 


TEXAS  ACADEMY  OF  GENERAL 
PRACTICE  SEMINAR 

President — ^Guy  T.  Denton,  Jr.,  Dallas. 

Coordinator  of  Postgraduate  Training — Silas  W. 
Grant,  Hillsboro. 


William  G.  Wolfe,  Ph.D.,  Chairman,  Department 
of  Special  Education,  The  University  of  Texas, 
Austin,  Moderator. 

1.  (8 :30)  Registration. 

2.  (9:00)  Call  to  Order  and  Welcome. 

Objectives  of  Symposium. 

William  G.  Wolfe,  Ph.D.,  Austin. 

3.  (9:20)  The  Neurological  Background  of  Sen- 
sory Defects  in  Brain  Damaged  Children. 

William  K.  Jordan,  Little  Rock,  Ark. 


The  Severely  Injured  Patient 

(The  Texas  Academy  of  General  Practice  in  cooperation  with 
the  University  of  Texas  South  Texas  Medical  School,  San  An- 
tonio, offers  a seminar  on  “The  Severely  Injured  Patient.”  The 
program  is  acceptable  for  five  hours  category  I credit  by  the 
American  Academy  of  General  Practice.  All  American  Medical 
Association  members  are  invited  to  register.  Registration  fee 
is  $10.) 


THURSDAY,  APRIL  14,  12:30  p.m. 

Theater,  Municipal  Auditorium 


1.  (12:30)  Registration. 


4.  (10:00)  Planning  Remedial  Programs  for  Chil- 

dren with  Minimal  Brain  Injuries  and  Related 
Conditions. 

Charles  R.  Strother,  Ph.D.,  Seattle. 
(10:45)  Coffee. 


2.  (12:50)  Address  of  Welcome. 

Guy  T.  Denton,  Jr.,  Dallas. 

3.  (1:00)  Introduction. 

J.  Bradley  Aust,  Minneapolis, 


5.  (11:15)  The  Clumsy  Child  Syndrome  and  Its 

Significance. 

William  K.  Jordan,  Little  Rock,  Ark. 
(12:00)  Recess. 


4.  (1:10)  Soft  Tissue  Injury. 

Albert  W.  Hartman,  Jr.,  San  Antonio. 

5.  (1:40)  Brain  and  Spinal  Cord. 

James  L.  Story,  Minneapolis. 
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The  weight  of  clinical  evidence  favors  Lihrium 


With  Librium  (chlordiazepoxide  HCl),  the  weight  of 
a five-year  record  of  efficacy  and  safety  in  clinical 
use  is  supported  by  over  630  reports  in  the  medical 
literature.  Its  virtually  specific  antianxiety  action 
normally  reduces  disturbing  emotional  complaints 
promptly  without  compromising  the  patient’s  men- 
tal alertness  or  ability  to  perform  normal  functions. 
Decisive  results  are  often  seen  in  patients  who  had 
not  improved  on  previously  used  psychotropic  drugs. 

In  prescribing:  Dosage— Adults : Mild  to  moderate  anx- 
iety and  tension,  5 or  10  mg  t.i.d.  or  q.i.d. ; severe  states, 
20  or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients : 5 mg  b.i.d. 
to  q.i.d. 

Side  Effects:  Side  effects,  usually  dose-related,  include 
drowsiness,  ataxia,  minor  skin  rashes,  edema,  menstrual 
irregularities,  nausea  and  constipation.  When  treatment 
is  protracted,  blood  counts  and  liver  function  tests  are 
advisable.  Paradoxical  reactions  may  occasionally  occur 
in  psychiatric  patients.  Individual  maintenance  dosages 
should  be  determined. 


Precautions:  Advise  patients  against  possibly  hazard- 
ous procedures  until  maintenance  dosage  is  established. 
Though  compatible  with  most  drugs,  use  care  in  com- 
bining with  other  psychotropics,  particularly  MAO  in- 
hibitors or  phenothiazines ; warn  patients  of  possible 
combined  effects  with  alcohol.  Observe  usual  precautions 
in  impaired  renal  or  hepatic  function,  in  long-term  treat- 
ment and  in  presence  of  depression  or  suicidal  tendencies. 
Exercise  caution  in  administering  drug  to  addiction- 
prone  patients  or  those  who  might  increase  dosage ; with- 
drawal symptoms,  similar  to  those  seen  with  barbiturates 
or  meprobamate,  can  occur  upon  abrupt  cessation  after 
prolonged  overdosage.  Caution  should  be  exercised  in 
prescribing  any  therapeutic  agent  for  pregnant  patients. 
Supplied: Capsules,  5 mg,  10  mg  and  25  mg,  bottles  of  50. 
ROCHE  LABORATORIES 

Division  of  Hoffmann -La  Roche  Inc.,  Nutley,  N.J. 

UBRIUM 

(chlordiazepoxide  HCl) 


07110 


& 

Librium  is  indicated 
whenever  anxiety  is  part  of 
the  clinical  profile,  such 
as  in... 


6.  (2:10)  Thoracic  Injury. 

Theodore  H.  Chuang,  San  Antonio. 

7.  (2:40)  Fractures. 

Capt.  Charles  A.  Rockwood,  Jr., 
Lackland  Air  Force  Base. 

8.  (3:10)  Burns. 

Col.  John  A.  Moncrief,  Fort  Sam  Houston. 


3.  (9:30)  ATC  Medical  Surveillance  Program. 

Hai-ry  L.  Gibbons  and 
John  W.  Ellis,  Jr.,  Fort  Woi’th. 

(10:00)  Break. 

4.  (10:1.5)  Legal  Aspects  of  FAA  Medical  Pro- 
gram. 

Mr.  John  E.  Marsh,  Washington,  D.C. 


(3:40)  Coffee. 


5.  (11:00)  Question  and  Ansvcer  Forum. 


9.  (4:00)  Approach  to  the  Severely  Injured  Pa- 
tient (Triage). 

David  E.  Root,  San  Antonio. 

10.  (4:20)  Panel:  The  Multiple  Injury  Patient. 

Moderator:  J.  Bradley  Aust,  Minneapolis. 

Panelists:  Theodore  H.  Chuang,  San  Antonio; 

Albert  W.  Hartman,  Jr.,  San  Antonio; 
Col.  John  A.  Moncrief,  Fort  Sam  Houston; 

Capt.  Charles  A.  Rockwood,  Jr., 
Lackland  Air  Force  Base; 
David  E.  Root,  San  Antonio;  and 
James  L.  Story,  Minneapolis. 


Moderator:  Harry  L.  Gibbons,  Fort  Worth. 

(12:00)  Recess. 

2 p.m. 

Coronado  Room,  Terrace  Motor  Hotel 

6.  (2:00)  Accident  Proneness  in  Aviation:  Acute 
and  Chronic. 

Capt.  Roger  F.  Reinhardt,  Pensacola,  Fla. 

7.  (3:00)  Disorientation  in  Flight. 

William  Collins,  Oklahoma  City. 


6 p.m. 

Coronado  Room,  Terrace  Motor  Hotel 

11.  (6:00)  Cocktail  Hour  for  Guest  Speakers,  Reg- 
istrants, and  Their  Wives. 

TEXAS  AIR-MEDICS  ASSOCIATION 

(Related  Organization) 

President — R.  Courtney  Suttle,  Dallas. 

Vice  President  and  President-Elect — James  M.  Kent, 
Dallas. 

Secretary-Treasurer — C.  F.  Miller,  Waco. 

(A  social  hour  for  members  of  Texas  Air-Medics  Association 
and  Texas  Chapter,  Flying  Physicians  Association,  and  their 
wives  will  be  held  Friday,  5 p.m.,  in  the  suite  of  Dr.  and 
Mrs.  W.  A.  Ostendorf,  Terrace  Motor  Hotel.) 

(The  Texas  Air-Medics  Association  Hospitality  Suite  for  the 
meeting  is  listed  in  the  name  of  Dr.  and  Mrs.  W.  A.  Ostendorf.) 

(The  Texas  Chapter,  Flying  Physicians  Association,  will  meet 
with  the  Texas  Air-Medics  Association  for  scientific  sessions  to 
be  held  on  Saturday.  8 a.m.  to  5 p.m.  and  Sunday,  8:30  a.m. 
to  12  Noon.) 


8.  (4:00)  Problems  Encountered  with  Pressuriza- 
tion of  Light  Aircraft. 

Mr.  Ralph  Harmon,  Kenwille. 

(5:00)  Adjourn. 

6 p.m. 

Pagoda  and  Ming  Rooms,  TeiTace  Motor  Hotel 

9.  (6:00)  Social  Hour  and  Annual  Banquet. 

SUNDAY,  APRIL  17,  8:30  a.m. 

Coronado  Room,  Terrace  Motor  Hotel 

10.  (8:30)  Breakfast. 

Annual  Business  Meeting  and 
Election  of  Officers. 

11.  (10:30)  Medical  Aspects  of  Airline  Pilots. 

Paul  M.  Pratho,  Fort  Worth. 

12.  (11:15)  Recent  Trends  and  Research  in  Agricul- 
tural Poisons. 

George  L.  Gallaher,  Harlingen. 

(12:00)  Adjourn. 


SATURDAY,  APRIL  16,  8 a.m. 

Coronado  Room,  Terrace  Motor  Hotel 

1.  (8:00)  Invocation. 

P.  W.  Malone,  Big  Spring. 

Welcoming  Address  and  Introduction  of 
Guests. 

R.  Courtney  Suttle,  Dallas. 

2.  (9:00)  Follow-up  on  Alcohol  and  Flying  in  the 
Southwest  Region. 

Harry  L.  Gibbons  and 
John  W.  Ellis  Jr.,  Foi't  Worth. 


TEXAS  ASSOCIATION  OF 
PUBLIC  HEALTH  PHYSICIANS 

(Related  Organization) 

President — William  S.  Bi-umage,  Austin. 

President-Elect — John  B.  Bryson,  Belton. 

Vice  President — Francine  Jensen,  Houston. 

Secretary-Treasurer — Charles  M.  Parker,  Wichita 
Falls. 
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(The  Section  on  Public  Health  will  meet  Friday  from  2 :30  to  5 
p.m..  Room  15,  Municipal  Auditorium.  The  Conference  of  City 
and  County  Health  Officers  will  be  held  Saturday  from  2 :30  to 
6 p.m..  Room  16,  Municipal  Auditorium.  See  Section  Meetings 
section  and  elsewhere  in  this  Specialty  Programs  section  for 
details. ) 

THURSDAY,  APRIL  14,  7 p.m. 

Sun  Room,  Stephen  F.  Austin  Hotel 

1.  (7:00)  Dinner. 

2.  (8:00)  Texas  State  Department  of  Mental 

Health  and  Mental  Retardation. 

Shervert  H.  Frazier,  Jr.,  Austin. 


6.  (11:15)  Charles  M.  Hendricks  Memorial  Lec- 
ture: Tumors  of  the  Thymus  Gland. 

Benjamin  Castleman,  BostoYi. 

12:30  p.m. 

Pavilion  Room,  Terrace  Motor  Hotel 

7.  (12:30)  Luncheon. 

Business  Meeting. 

Informal  Question  and  Answer 
Discussion. 

Kenneth  T.  Bird  and 
Benjamin  Castleman,  Bo'ston;  and 
Hams  B.  Shumacker,  Jr.,  Indianapolis. 


TEXAS  CHAPTER,  AMERICAN 
ACADEMY  OF  PEDIATRICS 


Secretary-Treasurer — ^Robert  L.  Mathis,  Houston. 
State  Chairman — Dorothy  Wyvell,  Midland. 

(The  Section  on  Pediatrics  of  the  Texas  Medical  Association 
will  meet  Friday  and  Saturday  from  2 :30  to  5 p.m..  Room  8, 
Municipal  Auditorium.  See  Section  Meetings  section  for  details.) 


2 p.m. 

Gateway  Room,  Terrace  Motor  Hotel 

8.  (2:00)  Air  Embolism — Respiratory  Effects. 

William  A.  Cook  and 
Watts  R.  Webb,  Dallas. 

9.  (2:30)  Pulmonary  Alveolar  Proteinosis. 

Benjamin  Castleman,  Boston. 

(3:00)  Coffee. 


FRIDAY,  APRIL  15,  12  Noon 

Rathskeller,  Municipal  Auditorium 

1.  (12:00)  Luncheon. 

The  State  of  Texas  and  Its  Children — 
Today  and  Tomorrow. 

Mr.  James  A.  Hankerson,  Jr.,  Austin. 


TEXAS  CHAPTER,  AMERICAN 
COLLEGE  OF  CHEST  PHYSICIANS 


10.  (3:15)  Review  of  the  Experience  with  Atypical 
Mycobacteria — V eterans  Administration  Hospital, 
Lisbon,  Texas. 

D.  O.  Shields,  Robert  Meador,  and 
M.  L.  Stephenson,  Jr.,  Dallas. 

11.  (3:45)  Surgical  Treatment  of  Congenital  Heart 
Disease  in  Adults. 

Grady  L.  Hallman,  Jr.,  Denton  A.  Cooley, 
Robert  D.  Bloodwell,  Don  W.  Chapman, 
and  Robert  D.  Leachman,  Houston. 


President — Rodger  G.  Smyth,  Austin. 

First  Vice  President  and  Program  Chairman — John 
L.  Kee,  Dallas. 

Secretary-Treasurer — George  0.  Hutcheson,  Fort 
Worth. 


SUNDAY,  APRIL  17,  8:30  a m. 

Gateway  Room,  Terrace  Motor  Hotel 


1.  (8:30)  Registration. 


2.  (9:00)  Project  Viet-Nam  1965. 

Kurt  Lekisch,  Midland. 

3.  (9:30)  New  Developments  in  Cardiac  Surgery. 

Harris  B.  Shumacker,  Jr.,  Indianapolis. 

4.  (10:00)  Metabolic  Disturbances  in  Chronic  Res- 
piratory Insufficiency. 

William  F.  Miller,  Dallas. 


5.  (10:30)  Iatrogenic  Pulmonary  Disease. 

Kenneth  T.  Bird,  Boston. 


(11:00)  Coffee. 


TEXAS  CHAPTER,  FLYING 
PHYSICIANS  ASSOCIATION 

(Related  Organization) 

President — James  R.  Old,  Beaumont. 

Vice  President — Loren  W.  Haus,  Houston. 

Secretary-Treasurer — James  A.  Martin,  Dallas. 

(A  social  hour  for  members  of  the  Texas  Chapter,  Flying 
Physicians  Association,  and  Texas  Air-Medics  Association  and 
their  wives  will  be  held  at  the  Terrace  Motor  Hotel,  Friday,  5 
p.m.,  in  the  suite  of  Dr.  and  Mrs.  W.  A.  Ostendorf.) 

(The  Texas  Chapter,  Flying  Physicians  Association,  will  meet 
with  the  Texas  Air-Medics  Association  for  its  scientific  sessions. 
The  two  groups  will  convene  Saturday,  8 a.m.  to  6 p.m.,  and 
Sunday,  8:30  a.m.  to  12  Noon.  See  Texas  Air-Medics  Association 
program  in  this  Specialty  Programs  section.) 

THURSDAY,  APRIL  14,  6:15  p.m. 

Gateway  Room,  Terrace  Motor  Hotel 

1.  (6:15)  Cocktails  and  Dinner. 
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TEXAS  DERMATOLOGICAL 
SOCIETY 

(Related  Organization) 

President — M.  Allen  Forbes,  Jr.,  Austin. 

Secretary-Treasurer— Arthur  C.  R e s s m a n,  San 
Antonio. 

Program  Chairman — Mac  Brannen,  Austin. 

SATURDAY,  APRIL  16,  9 a.m. 

Rooms  10  and  12,  Municipal  Auditorium 

1.  (9:00)  Methotrexate  Treatment  of  Psoriasis. 

J.  Lamar  Callaway,  Durham,  N.C. 

(9:40)  Discussion. 


4.  (9:50) 

(10:20) 

(10:30) 


Lactic  Acidosis. 

Max  Miller,  Cleveland. 

Discussion. 

Coffee  Break. 


5.  (10:45)  Role  of  Diet  in  the  Management  of 
Diabetes. 

L.  0.  Underdahl,  Rochester,  Minn. 

6.  (11:15)  Diseases  of  Glucoregulatory  Hormone 
Secretion. 

Roger  H.  Unger,  Dallas. 

An  islet  cell  tumor,  resected  from  the  pancreas  of  a diabetic 
patient,  was  identified  by  electron  microscopy  and  immunochem- 
ical and  biological  studies  as  a “glucagonoma.*'  The  patient  had 
partially  suppressible  hyperglucagonemia,  secondary  hyperin- 
sulinemia,  and  was  unresponsive  to  intravenous  injections  of 
glucagon.  This  is  the  first  known  instance  of  a disease  of 
glucagon  secretion,  and  details  of  the  case  will  be  described. 


2.  (10:00) 
mental. 

Thiabendazole — Clinical  and  Experi- 

Orville  J.  Stone,  Galveston. 

(10:15) 

Discussion. 

3.  (10:20) 

The  Absolute  Basophil  Count. 

M.  Allen  Forbes,  Jr.,  and  Mac  Brannen, 

Austin. 

(10:35) 

Discussion. 

4.  (10:40) 

DMSO  in  Dermatology. 

Thomas  L.  Shields,  Fort  Worth. 

(10:55) 

Discussion. 

5.  (11:00) 
Syphilis. 

Alternate  Antibiotics  in  Infectious 

David  H.  Short,  Houston. 

(11:15) 

Discussion, 

7.  (11:35)  Effects  of  Acute  Elevations  in  Plasma- 
Free  Fatty  Acid  on  Hepatic  Glucose  Utilization. 

Willis  Seyffert,  Dallas. 

(11:55)  Discussion. 

12:05  p.m. 

Pagoda  and  Ming  Rooms,  Ten-ace  Motor  Hotel 

Joint  Session:  Texas  Diabetes  Association  and 
Texas  Pediatric  Society 

8.  (12:05)  Luncheon. 

Panel:  The  Adolescent  and  Young  Adult 
with  Diabetes  Mellitus. 

Moderator:  Leonard  R.  Robbins,  Houston. 

Panelists:  Max  Miller,  Cleveland. 

L.  0.  Underdahl,  Rochester,  Minn. 

Luther  Travis,  Galveston. 
Harold  A.  Goolishian,  Ph.D.,  Galveston. 


TEXAS  DIABETES  ASSOCIATION 

(Related  Organization) 

President — C.  W.  Daeschner,  Galveston. 
President-Elect — Abbe  A.  Ledbetter,  Houston. 
Secretary-Treasurer — Leonard  R.  Robbins,  Houston. 

SUNDAY,  APRIL  17,  9 a.m. 

Marqxiise  Room,  Terrace  Motor  Hotel 
C.  W.  Daeschner,  Galveston,  Presiding. 

1.  (9:00)  Registration. 

2.  (9:10)  Experiences  with  Infants  of  Diabetic 
and  Prediabetic  Mothers. 

Murdina  M.  Desmond  and 
Arnold  Jack  Rudolph,  Houston. 

3.  (9:30)  Suppression  of  Insulin  by  Diazoxide, 
Diuril  and  Epinephrine. 

Holbrooke  S.  Seltzer,  Dallas. 


2 p.m. 

Marquise  Room,  Tei'race  Motor  Hotel 
Abbe  A.  Ledbetter,  Houston,  Presiding. 

9.  (2:00)  Annual  Business  Meeting  and  Election  of 
Officers. 

10.  (2:20)  Male  Hypogonadism. 

L.  0.  Underdahl,  Rochester,  Miim. 

11.  (2:50)  Critical  Evaluation  of  the  Problem  of 
Degenerative  Vascular  Disease  in  Patients  with 
Diabetes  Mellitus. 

Max  Miller,  Cleveland. 


(3:20) 

Discussion. 

12.  (3:30) 

Student  Award  Paper. 

13.  (3:50) 

Superficial  Fungus  Infections. 

Leopoido  F.  Montes,  Houston. 

(4:10) 

Discussion. 
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Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


An  eminent  role  in 
medical  practice 

• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltown* 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 

WALLACE  LABORATORIES 
XkfsCranbury,  N.J.  cw-siei 


TEXAS  INDUSTRIAL  MEDICAL 
ASSOCIATION,  TEXAS  PHYSICAL 
MEDICINE  AND  REHABILITATION 
SOCIETY,  AND  TEXAS  TRAUMATIC 
SURGICAL  SOCIETY 

(Related  Organizations) 

Texas  Industrial  Medical  Association 

President — John  C.  Parsons,  San  Antonio. 

President-Elect  and  Program  Chairman — Robert  R. 
Dugan,  Houston. 

Secretary-Treasurer — James  K.  Stewart,  Beaumont. 

Texas  Physical  Medicine  and  Rehabilitation  Society 

President — David  Hoehn,  Fort  Worth. 

Vice  President — Jewel  S.  Daughety,  Dallas. 
Secretary-Treasurer — Charles  R.  Peterson,  Houston. 

Texas  Traumatic  Surgical  Society 
President — Raleigh  R.  Ross,  Austin. 
Secretary-Treasurer — C.  M.  Ashmore,  Bellaire. 

THURSDAY,  APRIL  14,  9 a.m. 

Room  14,  Municipal  Auditorium 

1.  (9:00)  Opening  Remarks. 

John  C.  Parsons,  San  Antonio. 

2.  (9:15)  Evaluation  of  Pulmonary  Function  by 
Means  of  Capacitance  Respirometry. 

Arthur  J.  Voinvald,  Detroit. 

(9:45)  Discussion. 

3.  (10:00)  Scope  of  Exercise  in  Rehabilitation. 

Ernst  Jokl,  Lexington,  Ky. 

4.  (11:00)  Home-Centered  Rehabilitation:  A Three- 
Year  Study. 

David  Hoehn,  Fort  Worth. 

A three-year  grant  under  the  Community  Services  Act  enabled  a 
rehabilitation  team  to  go  into  hospitals,  nursing  homes,  and 
patients’  homes  to  teach  patients  and  those  who  care  for  them 
how  to  prevent  unnecessary  disability  and  to  promote  early  re- 
habilitation. 

(11:20)  Discussion. 

(11:30)  Recess. 

2 p.m. 

Room  14,  Municipal  Auditorium 

5.  (2:00)  Pulmonary  Changes  Induced  by  Inhaled 
Atmospheric  Pollutants. 

Arthur  J.  Voi’wald,  Detroit. 

(2:30)  Discussion. 


6.  (2:45)  Breathing  Exercise  and  Postural 

Drainage. 

Gunyon  M.  Harrison,  Houston. 

Chronic  lung  disease  is  becoming  a major  cause  of  total  dis- 
ability in  the  United  States.  About  two-thirds  of  persons  apply- 
ing for  lifetime  disability  benefits  base  their  claims  on  short- 
ness of  breath.  Recent  advances  in  mucolytic  agents  and  meth- 
ods of  administering  them  have  made  possible  the  reduction  of 
bronchial  secretions  by  effective  bronchial  drainage.  Together 
with  a breathing  exercise  pi’ogram,  this  will  decrease  bron- 
chial obstruction  and  therefore  improve  air  distribution  to  the 
lungs,  reestablish  correct  body  posture,  and  increase  physical 
tolerance.  A review  of  the  anatomy  of  the  respiratory  system, 
basic  principles  of  pulmonary  physiology,  and  a demonstration 
of  the  method  of  inhalation  therapy,  bronchial  drainage,  and 
breathing  exercises  based  on  this  knowledge  will  be  presented. 


(3:05) 

Discussion. 

7.  (3:15) 

Peripheral  Nerve  Repair. 

Claude  Pollard, 

Jr.,  Austin. 

(3:3.5) 

Discussion. 

8.  (3:45)  Use  of  Heart-Lung  Machine  in  the  Man- 

agement of  Chest  Trauma. 

Jim  H.  Calhoon,  Austin. 

(4:05) 

Discussion. 

9.  (4:15)  Emergency  Treatment  of  the  Massively 
Injured  Patient. 

Bryan  W.  Forister,  Jr.,  Austin. 
(4:35)  Discussion. 

10.  (4:45)  Separate  Annual  Business  Meetings. 

Texas  Industrial  Medical  Association: 

Room  14,  Municipal  Auditorium. 

Texas  Physical  Medicine  and  Rehabilitation 
Society:  Room  10,  Municipal  Auditorium. 

Texas  Traumatic  Surgical  Society: 

Room  12,  Municipal  Auditorium. 


TEXAS  NEUROPSYCHIATRIC 
ASSOCIATION  AND  TEXAS 
DISTRICT  BRANCH,  AMERICAN 
PSYCHIATRIC  ASSOCIATION 

(Related  Organization) 

Pi-esident — Perry  C.  Talkington,  Dallas. 
President-Elect — Alfred  Hill,  San  Antonio. 

Vice  President — Walter  Reifslager,  Austin. 
Secretary-Treasurer — James  K.  Peden,  Dallas. 

(Executive  Committee.  Texas  Neuropsychiatric  Association,  will 
have  a breakfast  meeting  Friday.  8 a.m..  Suite  20(i.  Crest  Hotel.) 

(The  Section  on  Nervous  and  Mental  Diseases  program  will  be 
held  Friday.  2 :30  to  5 p.m..  Room  2.  Municipal  Auditorium. 
See  Section  Meetings  section  for  details.) 

FRIDAY,  APRIL  15,  7:30  p.m. 

Ballroom,  Crest  Hotel 

1.  (7:30)  Early  Bird  Party. 
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SATURDAY,  APRIL  16,  10:30  a.m. 

Barcelona  and  Granada  Rooms,  Crest  Hotel 

(The  Section  on  Nervous  and  Mental  Diseases  program  will  be 
held  Saturday,  2:30  to  5 p.m..  Room  2,  Municipal  Auditorium. 
See  Section  Meetings  section  for  details.) 

2.  (10:30)  Remarks  of  President. 

Perry  C.  Talkington,  Dallas. 

3.  (10:40)  Guy  Witt  Memorial  Paper:  The  Psycho- 
logical Factors  Involved  in  Treating  the  Doctor’s 
Wife  as  an  Obstetric  Patient. 

Roy  Franklin,  Jr.,  Galveston; 
and  Gene  Brossman,  Houston. 

Presentation  of  Award. 

Charles  L.  Bloss,  Dallas. 

4.  (11:00)  Business  Session. 

(11:30)  Adjourn. 

7:45  p.m. 

Petite  Room,  Terrace  Motor  Hotel 

5.  (7 :45)  Hospitality. 


TEXAS  OPHTHALMOLOGICAL 
ASSOCIATION  AND  SECTION 
ON  OPHTHALMOLOGY 

President,  Texas  Ophthalmological  Association,  and 
Chairman,  Section  on  Ophthalmology — Harold  E. 
Hunt,  Paris. 

Vice  President  and  Program  Chaiianan,  Texas  Oph- 
thalmological Association,  and  Secretary,  Section 
on  Ophthalmology — Henry  L.  Hilgartner,  Austin. 

Secretary,  Texas  Ophthalmological  Association — 
James  L.  Mims,  San  Antonio. 

Treasurer,  Texas  Ophthalmological  Association — 
Harl  D.  Mansur,  Jr.,  Wichita  Falls. 

(The  Executive  Council,  Texas  Ophthalmological  Association, 
will  meet  Thursday,  April  14,  2 p.m.,  Viking  Room,  Terrace 
Motor  Hotel.) 

FRIDAY,  APRIL  15,  8:30  a.m.-5  p.m. 

Rooms  9 and  11,  Municipal  Auditorium 
Henry  L.  Hilgartner,  Austin,  Presiding 

Introduction  of  Speaker. 

Frank  H.  Gregg,  Austin. 

1.  (8:30)  A Course  in  Ophthalmology  Office  Pro- 

cedures. (Refresher  course  primarily  for  non-oph- 
thalmologists). 

Robert  W.  Hollenhorst,  Rochester,  Minn. 

(9:45)  Recess. 


2.  (10:00)  President’s  Address:  Survey  of  Oph- 
thalmology in  Texas,  1965-66. 

Harold  E.  Hunt,  Paris. 

The  status  of  ophthalmology  as  of  this  year  in  this  state — its 
growth,  its  needs,  its  teaching  and  research  responsibilities 
and  future  possibilities — will  be  summarized. 

3.  (10:30)  Peripheral  Retinal  Disease. 

Thomas  F.  Hogan,  Jr.,  San  Antonio. 

4.  (11:00)  Schiotz  Applanation  Disparity. 

J.  Lawton  Smith,  Miami. 

The  Goldman  applanation  tonometer  measures  intraocular  pres- 
sure more  accurately  than  the  Schiotz  tonometer.  Frequently 
significant  differences  in  intraocular  pressure  can  be  found  by 
using  the  two  methods  on  the  same  patient.  Pressure  measured 
by  applanation  will  be  higher  than  the  Schiotz  value  in  a 
surprising  number  of  patients.  The  reverse  finding  is  quite 
rare.  An  attempt  to  solve  the  problem  by  using  multiple  weights 
and  the  Friedenwald  nomogram  not  only  will  often  fail,  but 
occasionally  will  increase  the  error.  Intraocular  pressure  is 
1-2  mm.  Hg.  higher  when  one  is  supine  (Schiotz)  than  when 
one  is  erect  (applanation),  however,  applanation  values  are 
higher  than  Schiotz,  and  hence  the  postural  difference  only 
emphasizes  the  disparity.  Cases  will  be  cited  illustrating  the 
importance  of  this  concept,  and  a strong  plea  will  be  made 
for  all  ophthalmologists  to  change  from  Schiotz  to  applanation 
tonometry  in  routine  office  work, 

(11:50)  Visit  Exhibits. 

12:15  p.m. 

Room  15,  Municipal  Auditorium 

5.  (12:15)  Luncheon  of  Texas  Ophthalmological 
Association. 

L15  p.m. 

Rooms  9 and  11,  Municipal  Auditorium 
Harold  E.  Hunt,  Paris,  Presiding 

6.  (1:15)  Business  Meeting  of  Texas  Ophthalmo- 
logical Association  (members  only). 

3 p.m. 

Rooms  9 and  11,  Municipal  Auditorium 

7.  (3:00)  New  Data  on  Retinal  Arterioles. 

Robert  W.  Hollenhorst,  Rochester,  Minn. 

The  window  provided  by  the  retina  for  observation  of  the 
processes  that  transpire  in  the  brain  in  atherosclerosis  and  other 
causes  of  cerebrovascular  occlusive  disease  has  thrown  new  light 
on  the  mechanism  of  production  of  strokes.  Some  of  the  phe- 
nomena concerned  with  embolisms  as  seen  in  the  retinal  arteri- 
oles will  be  discussed  and  illustrated  by  photographs. 

(3:50)  Recess. 

8.  (4:00)  FTA-ABS  Test  in  Diagnosis  of  Ocular 
and  Neurosyphilis. 

J.  Lawton  Smith,  Miami. 

The  fluorescent  treponemal  antibody  absorbed  (FTA-ABS)  test 
has  been  evaluated  during  the  past  three  years  in  a cooperative 
study  between  the  Venereal  Disease  Research  Laboratory, 
USPHS,  Atlanta,  and  the  Department  of  Ophthalmology,  Uni- 
versity of  Miami.  Over  300  cases  of  seronegative  late  syphilis 
had  clinical  signs  of  late  syphilis  on  eye  or  neurologic  exami- 
nation ; a history  of  venereal  infection,  often  with  inadequate 
treatment ; and  non-reactive  VDRL  or  other  reagent  test,  but 
reactive  TPI  and/or  FTA-ABS.  The  importance  of  this  test  in 
clinical  diagnosis  will  be  stressed. 
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SATURDAY,  APRIL  16,  8:30  a.m.-5  p.m. 

Rooms  9 and  11,  Municipal  Auditorium 
Harold  E.  Hunt,  Paris,  Presiding 

Introduction  of  Speaker. 

Hardy  E.  Thompson,  Austin. 

9.  (8:30)  Eye  Signs  of  Stroke  (Refresher  course 
primarily  for  ophthalmologists). 

J.  Lawton  Smith,  Miami. 

10.  (9:45)  Thyroid  Eye  Disease  and  Related  Prob- 
lems of  Ocular  Motility. 

J.  Lawton  Smith,  Miami. 

(10:35)  Recess. 

11.  (10:45)  Symposium:  Retinal  Detachment. 

Chairman:  Richard  S.  Ruiz,  Baylor  University 

College  of  Medicine,  Houston. 
Panel  Participants:  W.  Rex  Hawkins, 

Baylor  University 
College  of  Medicine,  Houston. 
John  R.  Lynn,  University  of  Texas 
Southwestern  Medical  School,  Dallas. 

Albert  Vaiser,  University  of  Texas 
Southwestern  Medical  School,  Dallas. 

Edward  G.  Ferguson,  III, 
University  of  Texas 
Medical  Branch,  Galveston. 

Alice  McPherson, 
Baylor  University 
College  of  Medicine,  Houston. 

Introduction  and  Preoperative  Evalua- 
tion. 

Richard  S.  Ruiz,  Houston. 

Operative  Procedure  and  Technique. 

W.  Rex  Hawkins,  Houston. 

Use  of  Sclera  and  Drainage  of  Subreti- 
nal  Fluid. 

Albert  Vaiser,  Dallas. 

Diathermy,  Photocoagulation  and  Cryo- 
therapy. 

Alice  McPherson,  Houston. 

Management  of  Surgical  Complications. 
Edward  G.  Ferguson,  III,  Galveston. 

Postoperative  Management. 

John  R.  Lynn,  Dallas. 

Summary. 

Richard  S.  Ruiz,  Houston. 
Questions  and  Answers. 

(12:15)  Recess. 

2:30  p.m. 

Rooms  9 and  11,  Mimicipal  Auditorium 
Everett  R.  Veirs,  Temple,  Presiding 

12.  (2:30)  Ophthalmodynamometry. 

Robert  W.  Hollenhorst,  Rochester,  Minn. 

The  clinical  usefulness  of  the  ophthalmodynamometer  in  evalu- 
ating the  blood  pressure  of  the  ophthalmic  arteries  has  been 


established.  An  attempt  to  interpret  common  findings,  with 
focus  on  the  areas  and  limits  of  clinical  reliability  of  this 
instrument,  will  be  made. 

13.  (3:20)  Treatment  of  Obstruction  of  Nasolac- 
rimal Duct  in  Children. 

G.  Wootten  Bi’own,  Austin. 

(3:40)  Recess. 

14.  (3:50)  Treatment  of  Toxoplasmosis. 

Dor  W.  Brown,  Jr.,  Fredericksburg. 

The  history  of  diagnosis  and  treatment  of  toxoplasmosis,  and 
present  concepts  are  to  be  discussed.  Specific  treatment  of  cases 
encountered  in  a local  outbreak  is  to  be  presented  and  discussed 
in  cooperation  with  the  state  health  department  epidemiology 
field  crews. 


15.  (4:10)  Differential  Diagnosis  of  Nystagmus. 

Robert  W.  Hollenhorst,  Rochester,  Minn. 

The  various  forms  of  optic,  vestibular,  neuromuscular,  congeni- 
tal and  hereditary,  toxic  and  voluntary  nystagmus  will  be  dis- 
cussed and  illustrated  by  a short  movie.  The  clinical  value 
of  exact  interpretation  of  the  disordered  movements  will  be 
stressed. 

(5:00)  Adjourn.  Visit  Exhibits. 

TEXAS  ORTHOPAEDIC 
ASSOCIATION 

(Related  Organization) 

President — Jack  E.  Maxfield,  Wichita  Falls. 

Vice  President — E.  Burke  Evans,  Galveston. 

Secretary-Treasurer — Margaret  Watkins,  Dallas. 

Program  Chairman — Robert  A.  Dennison,  Jr.,  Aus- 
tin. 

(Cocktails  and  hors  d’oeuvres  will  be  served  Friday,  April  16, 
7 p.m.,  at  the  Westwood  Country  Club,  3808  West  35th  Street.) 

SATURDAY,  APRIL  16,  8:30  a.m. 

Gateway  Room,  Terrace  Motor  Hotel 

1.  (8:30)  Median  Nerve  Compression. 

Donald  E.  Pisar,  Temple. 

An  analysis  of  patients  seen  at  the  Scott  and  White  Clinic  with 
the  diagnosis  of  median  nerve  neuritis  or  compression  will  be 
presented.  The  majority  of  these  patients  had  lesions  at  the 
transverse  carpal  ligament.  Experience  with  compression  under 
the  pronator  teres,  and  treatment  either  by  injection  or  surgical 
decompression  is  to  be  discussed. 

(8:42)  Discussion. 

2.  (8:52)  Anterior  Axillary  Incision  for  Repair 
of  Recurring  Dislocation  of  the  Shoulder. 

Louis  J.  Levy,  Fort  Worth. 

The  classical  approach  for  repair  of  recurring:  dislocation  of 
the  shoulder  usually  results  in  a wide,  irregmlar,  ugrly  scar. 
By  utilizing:  an  incision  that  follows  Langrer’s  lines,  adequate 
exposure  for  repair  can  be  accomplished,  and  the  resulting: 
scar  is  much  more  acceptable  cosmetically. 

(9:94)  Discussion. 
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Butazolidin^alka 

phenylbutazone  100  mg. 

dried  aluminum 

hydroxide  gel  100  mg. 

magnesium  trisilicate  150  mg. 
homatropine 

methylbromide  1.25  mg. 


Usually  works  within  3 to  4 days 
in  osteoarthritis 


The  trial  period  need  not  exceed  1 week.  In 
contrast,  the  recommended  trial  period  for 
indomethacin  is  at  least  1 month. 

That’s  why  it’s  logical  to  start  therapy  with 
Butazolidin  alka — you’ll  know  quickly  whether 
or  not  it  works.  And  usually,  it  will. 

A large  number  of  investigators  have  re- 
ported major  improvement  in  about  75%  of 
cases.  Some  patients  have  gone  into  remis- 
sion. Relief  of  stiffness  and  pain  may  be  fol- 
lowed quickly  by  improved  function  and  res- 
olution of  other  signs  of  inflammation.  And 
Butazolidin  alka  is  well  tolerated,  especially 
since  it  contains  antacids  and  an  antispas- 
modic  to  minimize  gastric  upset. 

Contraindications 

Edema,  danger  of  cardiac  decompensation: 
history  or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of  drug 
allergy;  history  of  blood  dyscrasia.  The  drug 
should  not  be  given  when  the  patient  is  se- 
nile, or  when  other  potent  drugs  are  given 
concurrently.  Large  doses  are  contraindi- 
cated in  patients  with  glaucoma. 

Precautions 

Obtain  a detailed  history  and  a complete 
physical  and  laboratory  examination,  includ- 


ing a blood  count.  The  patient  should  be 
closely  supervised  and  should  be  warned  to 
report  immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dyscrasia): 
sudden  weight  gain  (water  retention);  skin 
reactions;  black  or  tarry  stools.  Make  regular 
blood  counts.  Use  greater  care  in  the  elderly. 

Warning 

If  coumarin-type  anticoagulants  are  given 
simultaneously,  watch  for  excessive  increase 
in  prothrombin  time.  Pyrazole  compounds 
may  potentiate  the  pharmacologic  action  of 
sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving 
such  therapy. 

Adverse  Reactions 

The  most  common  are  nausea,  edema  and 
drug  rash.  Hemodilution  may  cause  mod- 
erate fall  in  red  cell  count.  The  drug  may 
reactivate  a latent  peptic  ulcer.  Infrequently, 
agranulocytosis,  generalized  allergic  reac- 
tion, stomatitis,  salivary  gland  enlargement, 
vertigo  and  languor  may  occur.  Leukemia 
and  leukemoid  reactions  have  been  re- 
ported but  cannot  definitely  be  attributed  to 
the  drug.  Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Confusional 
states,  agitation,  headache,  blurred  vision, 
optic  neuritis  and  transient  hearing  loss 


have  been  reported,  as  have  hepatitis,  ; 
jaundice,  and  several  cases  of  anuria  and 
hematuria.  With  long-term  use,  reversible 
thyroid  hyperplasia  may  occur  infrequently.  ; 

Dosage  l 

The  initial  daily  dosage  in  adults  is  300-600  . 
mg.  daily  in  divided  doses.  In  most  in- 
stances, 400  mg.  daily  is  sufficient.  When 
improvement  occurs,  dosage  should  be  de- 
creased to  the  minimum  effective  level:  this  ■ 
should  not  exceed  400  mg.  daily,  and  is 
often  achieved  with  only  100-200  mg.  daily. 

Also  available:  Butazolidin®, 
brand  of  phenylbutazone 
Tablets  of  100  mg. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  bu-3804  p 


-I 

i 


Geigy 


3.  (9:14) 

Experiences  in  Flatfoot  Surgery — Pre- 

liminary  Report. 

Rex  J.  Howard,  Fort  Worth. 

(9:26) 

Discussion. 

Richard  H.  Eppright,  Houston. 

4.  (9:36) 

Pan-talar  Arthrodesis. 

Jack  A.  Kem,  Dallas. 

(9:48) 

Discussion. 

Edward  T.  Smith,  Houston. 

(9:58) 

Coffee. 

5.  (10:12) 
Foot. 

Block  Triple  Arthrodesis  of  the  Adult 

Charles  F.  Gregory,  Dallas. 

Triple  arthrodesis  in  the  adult  foot  is  a technically  difficult 
procedure.  Moreover,  it  frequently  entails  a sacrifice  of  stock 
that  results  in  shortening  and  lowering  the  foot.  When  a block 
of  cancellous  bone  was  implanted  across  each  of  the  three 
joints,  without  resection,  the  rate  of  fusion  compared  favorably 
with  standard  procedures,  and  the  dimensions  of  the  foot 
remained  unchanged. 

(10:24)  Discussion. 

6.  (10:34)  Comparison  of  Replacement  and  Mold 

Arthroplasties  in  Reconstruction  of  the  Hip. 

Frank  E.  Stinchfield,  New  York. 

Results  of  treating  osteoarthritis  of  the  hip  by  Austin  Moore 
prosthesis  and  acetabular  remodeling,  by  Austin  Moore  pros- 
thesis without  acetabular  remodeling,  and  by  mold  arthroplasty 
with  remodeling  of  the  femoral  head  and  acetabulum  will  be 
compared.  Relief  of  pain,  improved  motion,  and  overall  results 
were  best  in  the  patients  treated  by  mold  arthroplasty. 

(10:59)  Questions  and  Discussion  from  Floor. 

7.  (11:09)  Significance  of  Angular  Deformity  at 
the  Knee  in  Relation  to  Degenerative  Change. 

Don  H.  O’Donoghue,  Oklahoma  City. 

(11:34)  Questions  and  Discussion  from  Floor. 


8.  (11:44)  President’s  Address. 

Jack  E.  Maxfield,  Wichita  Falls. 


12:15  p.m. 

Savoy  Room,  Terrace  Motor  Hotel 


(12:15)  Luncheon. 

Business  Meeting. 


1:30  p.m. 

Gateway  Room,  Terrace  Motor  Hotel 

9.  (1:30)  Complications  Following  Low  Back  Fu- 

sion in  1,000  Cases. 

Frank  E.  Stinchfield,  New  York. 

A comparison  of  500  low  back  spinal  fusions  done  between 
1951  and  1963  with  the  same  number  done  between  1959  and 
1963  was  made.  In  the  six-year  interval,  the  fusion  bed  became 
more  extensive  and  earlier  walking  was  allowed.  The  purpose 
of  the  study  was  to  evaluate  complications  in  the  two  groups, 
and  these  will  be  reviewed. 

(1:55)  Questions  and  Discussion  from  Floor. 


10.  (2:05)  Surgical  Treatment  of  the  Degenerated 
Hip — Indications  and  Contraindications. 

Kennit  W.  Fox  and  Elwood  J.  Eichler,  Austin. 

Indications  and  contraindications  for  the  more  common  opera- 
tions used  in  the  treatment  of  the  degenerated  hip  will  be 
illustrated.  This  problem  will  be  presented  primarily  from  the 
standpoint  of  the  surgeon  who  does  general  orthopedics  in  an 
average  hospital  facility. 

(2:20)  Discussion. 

John  J.  Hinchey,  San  Antonio. 

11.  (2:30)  Boplant  Calf  Bone  and  Iliac  Autogen- 
ous Bone:  Comparison  in  Spine  Fusion. 

Paul  R.  Harrington,  Houston. 

Of  79  patients  with  idiopathic  or  poliomyelitis  scoliosis  who 
were  treated  with  Harrington  instinimentation  and  spinal  fusion, 
77  were  followed  for  one  year.  The  use  of  Boplant  calf  bone 
was  compared  with  iliac  autogenous  bone  as  a supplementary 
material  in  the  fusion,  and  will  be  evaluated  with  regard  to 
the  correction  obtained,  the  correction  maintained  at  the  end 
of  one  year,  and  complications  encountered. 

(2:50)  Discussion. 

Charles  F.  Gregory,  Dallas. 

12.  (3:00)  Fractures  of  the  Patella — Patellecto- 
my vs.  Open  Reduction. 

James  E.  Butler,  III, 
and  Denman  C.  Hucherson,  Houston. 

Approximately  125  cases  of  fracture  of  the  patella  are  to  be 
presented,  with  questionnaire  follow-ups.  Results  are  analyzed 
with  particular  reference  to  open  reduction  vs.  patellectomy. 
Conclusions  are  drawn  where  applicable. 

(3:12)  Discussion. 


TEXAS  OTOLARYNGOLOGICAL 
ASSOCIATION  AND  SECTION 
ON  OTOLARYNGOLOGY 

President,  Texas  Otolaryngological  Association — J. 
Patrick  Moran,  Corpus  Christi. 

President-Elect,  Texas  Otolaryngological  Associa- 
tion Association — Ben  T.  Withers,  Houston. 

Vice  President,  Texas  Otolaryngological  Association, 
and  Chairman,  Section  on  Otolai-yngology — Thomas 
W.  Folbre,  San  Antonio. 

Secretary,  Texas  Otolaryngological  Association — 
Nonnan  E.  Wright,  Amarillo. 

Secretary,  Section  on  Otolaryngology — Lloyd  A. 
Storrs,  Lubbock. 

FRIDAY,  APRIL  15,  8:30  a.m.-4:45  p.m. 

Rooms  3 and  5,  Municipal  Auditorium 

1.  (8:30)  Current  Concepts  in  the  Management  of 

Accessible  Mucous  Membrane  Malignancies  of  the 
Head  and  Neck  (Refresher  Course). 

Richard  R.  Royer,  Detroit. 

Treatment  employing  electrocoagulation  and  curettage  for  can- 
cer that  provides,  in  general,  less  morbidity,  less  pain,  and 
shorter  hospitalization  will  be  discussed. 
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2.  (10:00)  Management  of  Facial  Nerve  Paralysis. 

Ralph  J.  Caparosa,  Pittsburgh. 

The  facial  nerve  is  the  most  commonly  paralyzed  cranial  nerve. 
The  incapacity  and  grotesque  results  of  persistent  paralysis  pro- 
duce severe  emotional  and  economic  disturbances.  Despite  the 
generally  good  prognosis  in  most  cases,  a significant  number  of 
patients  recover  only  partially  or  not  at  all.  Early  diagnosis  and 
definitive  management  will  reduce  that  number.  This  presenta- 
tion will  concern  the  diagnosis  and  management  of  facial 
paralysis. 


3.  (10:45)  Anesthesia  for  Otorhinolaryngology. 

George  P.  Beck,  Jr.,  Lubbock,  and 
Lynn  W.  Neill,  El  Paso. 

The  past  seven  years  brought  a progressive  increase  in  the  use 
of  general  anesthesia  for  otorhinolaryngologic  procedures.  More 
extensive  surgery,  the  patient’s  comfort  and  safety,  as  well  as 
the  development  of  newer  anesthetic  agents,  influenced  this 
trend.  Since  surgei*y  either  directly  encroaches  upon,  or  limits 
the  availability  of,  the  airway  to  the  anesthetist,  the  use  of 
endotracheal  anesthesia  has  increased.  Control  of  bleeding  by 
electrocautery,  deliberate  hypotension  via  anesthetic  methods,  or 
use  of  vasopressors  have  added  to  the  complexity  of  the  anesthe- 
tist’s problems,  as  has  the  progressive  increase  in  the  number 
of  elderly  and  poor  risk  patients  who  undergo  surgery.  These 
problems  have  been  overcome  and  lessened  by  the  use  of  phar- 
macologic techniques  devised  for  other  needs  and  applied  to 
otorhinologic  anesthesia,  and  anesthetic  mortality  and  morbidity 
has  decreased.  Specific  problems,  their  prevention,  management, 
and  treatment  will  be  presented. 

4.  (11:15)  Multiple  Foods  in  Provocative  Tests. 

Dor  W.  Brown,  Jr.,  Fredericksburg. 

Any  technique  which  will  enable  one  to  test  a person  with  acute 
asthma  for  75  different  foods  with  only  three  injections  in  30 
minutes,  and  at  the  same  time  relieve  acute  symptoms  and 
isolate  the  offending  food,  or  to  relieve  a patient  with  giant 
hives  and  urticaria  and  isolate  two  offending  foods  with  only 
two  injections  in  20  minutes,  is  remarkable  to  say  the  least. 
This  procedure,  a modification  of  the  late  Dr.  Herbert  J.  Rinkel’s 
provocative  food  tests,  uses  that  part  of  the  test  which  relieves 
the  provoking  symptoms.  Multiple  food  antigens  are  combined 
in  equal  amounts  and  the  same  technique  as  in  a single  food 
antigen  is  used  to  reverse  the  provoking  part  of  the  test  in 
working  with  symptomatic  patients. 

(12:00)  Recess. 


2:30  p.m. 


5.  (2:30)  Business  Meeting. 

6.  (3:15)  Diagnosis  and  Treatment  of  Meniere’s 

Disease. 

Ralph  J.  Caparosa,  Pittsburgh. 

Acute  episodes  of  true  Meniere’s  disease  so  terrify  the  patient 
that  he  makes  every  effort  to  seek  some  permanent  relief.  The 
physician  can  often  do  much  to  alleviate  the  acute  attacks  and 
to  control  the  long-teimi  problems.  Meniere’s  disease  has  a set 
of  specific  symptoms,  definite  signs,  and  pathological  changes. 
Although  it  is  not  common,  it  must  be  differentiated  from  simi- 
lar but  totally  different  diseases.  The  diagnosis  and  manage- 
ment of  Meniere’s  disease  will  be  discussed. 

7.  (3:45)  Ultrasound  in  Treatment  of  Meniere’s 
Disease. 

Daniel  M.  Martinez,  Dallas. 

Ultrasonic  beam  of  3 million  cycles  per  second  is  applied  to  the 
vestibular  labyrinth  through  a thinned-down  portion  of  bone  in 
the  horizontal  semicircular  canal.  Vestibular  hypoactivity,  relief 
of  vertigo,  and  preservation  or  improvement  of  hearing  are  ob- 
tained. Electronystagmography  provides  information  regarding 
the  proper  position  of  the  ultrasonic  probe  and  the  degree  of 
labyrinthine  hypoactivity  desired.  A motion  picture  is  to  be 
presented. 


8.  (4:15)  Diagnostic  Aid  in  Determining  Tempo- 
romandibular Joint  Induced  Otalgia. 

Richard  R.  Royer,  Detroit. 

A simple  and  quick  differential  aid  in  establishing  the  cause 
of  otalgia  with  specific  reference  to  the  temporomandibular 
joint,  utilizing  intradex’mal  Xylocaine  injection,  will  be  outlined. 

5 p.m. 

Mezzanine  Crossover,  Municipal  Auditorium 
(5:00)  Cocktails. 

SATURDAY,  APRIL  16,  10  a.m.-4:30  p.m. 

Rooms  3 and  5,  Municipal  Auditorium 

9.  (10:00)  Obliterative  - Type  Tympanomastoidec- 
tomy. 

Ralph  J.  Caparosa,  Pittsburgh. 

The  “old”  radical  mastoidectomy  operation  resulted,  not  infre- 
quently, in  a “wet  cavity”  which  resisted  all  attempts  to  make  it 
dry.  The  marsupialization  principle  of  the  operation  is  sound, 
and  in  a significant  number  of  cases  changed  a dangerous  situa- 
tion into  a safe  one.  Although  this  change  is  laudable,  the  per- 
sistent discharge  left  many  patients  discontent  and  hopeful  that 
some  technique  could  produce  the  “dry  ear.”  Obliterative  tym- 
panomastoidectomy  combines  the  marsupialization  principle  of 
radical  mastoidectomy  with  reconstructive  shifting  of  tissues,  re- 
sulting in  a large  percentage  of  healed  cavities.  The  technique 
to  be  described  combines  the  use  of  Storrs  fascia  with  a pedicle 
flap  of  retroauricular  subcutaneous  fibrous  tissue. 

10.  (10:45)  Intracranial  Complications  from  Otitis 
Media. 

Bob  R.  Alford  and  F.  Eugene  Pratt,  Houston. 

Clinical  examples  of  several  types  of  intracranial  problems 
caused  by  otitis  media,  case  histories,  and  the  procedures  in 
management  of  these  problems  are  to  be  outlined. 

11.  (11:15)  How  To  Talk  with  a Patient  About  His 
Cancer. 

Richard  R.  Royer,  Detroit. 

A practical  method  of  dealing  with  a regrettable  catastrophe  is 
based  on  telling  the  truth  about  what  we  actually  know  rather 
than  what  we  think. 

(12:00)  Recess. 

2:30  p.m. 

12.  (2:30)  Acoustic  Neuroma  Surgery. 

H.  Edward  Maddox,  HI,  Houston. 

Early  diagnosis  of  acoustic  tumors,  stressing  complete  audiologic 
work-up,  will  be  reviewed.  Some  tumors  removed  in  conjunction 
with  the  Department  of  Neurosurgery,  University  of  Texas 
Medical  Branch,  are  to  be  discussed  and  the  metnod  of  removal 
shown.  A motion  picture  will  show  the  surgical  technique  and 
anatomy  of  the  area. 

13.  (3:00)  Extrusion  of  Middle  Ear  Ventilating 
Tubes — With  a Preliminary  Report  on  Permanent 
Myringostomy  by  Use  of  a Fixed  Prosthesis. 

Jack  L.  Turner,  Odessa. 

Correction  of  negative  pressure  by  the  use  of  transtympanic  ven- 
tilating tubes  has  successfully  relieved  chronic  effusive  otitis 
media.  However,  no  matter  what  the  size,  shape,  or  substance, 
all  these  prosthetic  tubes  eventually  seem  to  be  extruded.  Ob- 
servation of  unilateral  cases  of  middle  ear  effusion  in  which 
ventilating  tubes  were  inserted  and  a laquer  dot  placed  on  the 
corresponding  surface  of  the  normal  drum  indicate  that  the  in- 
herent migratory  function  of  tympanic  membrane  epithelium  is 
the  basis  of  rejection  of  any  device  transfixing  the  eardrum. 
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14.  (3:30)  Dizzy  Patient — A Critical  Evaluation. 

Ralph  J.  Caparosa,  Pittsburgh. 

The  patient  who  is  dizzy  often  believes  he  has  some  dreaded 
disease  for  which  the  prognosis  can  be  only  bad.  When  the  diag- 
nosis is  obvious,  the  patient  can  be  reassured  and  his  fear 
allayed.  When  the  diagnosis  is  not  obvious,  some  systematic  ef- 
fort should  be  made  to  evaluate  the  problem.  Total  evaluation  of 
the  patient  with  dizziness,  in  order  to  arrive  at  a diagnosis  and 
some  sensible  type  of  management,  will  be  explored. 

TEXAS  PROCTOLOGIC  SOCIETY 

(Related  Organization) 

President — Charles  P.  Hardwicke,  Austin. 

Secretary-Treasurer — Michael  C.  Kendrick,  Coi-pus 
Christi. 

(The  Mid-West  Proctologic  Society  and  the  Texas  Proctologic 
Society  will  meet  jointly  for  scientific  sessions  and  social  events.) 

THURSDAY,  APRIL  14,  10  a.m. 

Room  7,  Municipal  Auditorium 

1.  (10:00)  Polyps  of  the  Large  Intestine:  Diag- 
nosis and  Treatment. 

Raymond  J.  Jackman,  Rochester,  Minn. 

A 15-minute  endoscopic  motion  picture  will  show  the  common 
and  uncommon  polyps  of  the  large  intestine.  Various  methods 
of  treatment  are  to  be  presented.  What  part  does  the  polyp 
(adenoma)  play  in  the  subsequent  development  of  cancer?  Con- 
vincing evidence  to  support  the  adenoma-carcinoma  sequence 
evolution  will  be  discussed. 

2.  (10:30)  Thirteen  Years’  Experience  with  the 
One-Stage  Perineal  Repair  of  Prolapse  of  the 
Rectum. 

William  A.  Altemeier,  Cincinnati. 

Technical  description  of  the  one-stage  perineal  operation  for  pro- 
lapse of  the  rectum,  described  originally  in  1952  for  patients 
with  t5T)e  3 prolapse,  will  be  given.  Of  54  cases  managed  by 
this  procedure,  only  2 had  recurrences.  About  one-fourth  of 
these  patients  had  unsuccessful  operations  one  to  four  times 
previously,  with  other  techniques  used.  The  one-stage  procedure 
permits  direct  visualization  of  the  lesion,  oblation  of  the  hernial 
sac,  plastic  repair  of  the  pelvic  diaphragm  defect,  and  resection 
with  primary  anastomosis  of  the  associated  redundant  rectosig- 
moid and  sigmoid  colon.  The  operation  is  recommended  as  a 
definitive  procedure,  and  is  particularly  useful  for  aged  or  debil- 
itated patients. 

3.  (11:00)  The  Ligation  Treatment  of  Internal 
Hemorrhoids^ — A Two-Year  Experience. 

John  McGivney,  Galveston. 

4.  (11 :30)  Conservative  Management  of  Certain  Se- 
lected Carcinomas  of  the  Lower  Bowel. 

Raymond  J.  Jackman,  Rochester,  Minn. 

Experience  in  advocating  conservative  management  in  252  se- 
lected cases  of  carcinoma  of  the  rectum  and  rectosigmoid  in  a 
ten-year  period  will  be  presented.  Of  the  262  patients,  211  were 
treated  conservatively,  with  follow-up  of  8 to  18  years.  The 
procedure  was  successful  in  96.2  percent  of  the  cases  ; it  was  a 
failure  or  a partial  failure  in  3.8  percent.  Conservative  treat- 
ment was  recommended  for  the  additional  41  patients,  but  radi- 
cal surgery  was  performed.  Examination  of  the  surgical  speci- 
mens showed  that  on  the  basis  of  Dukes’  classification,  40  of 
the  41  patients  could  have  been  treated  by  conservative  means. 

5.  (12:00)  Business  Meeting  (members  only). 

(1 :00)  Adjourn. 


TEXAS  SOCIETY  OF 
ANESTHESIOLOGISTS 

( Related  Organization ) 

President — Leo  S.  M.  Duflot,  Galveston. 

President-Elect — Ivey  E.  Lamberth,  Tyler. 

Vice  President  and  Program  Chairman — Earl  L. 
Yeakel,  Austin. 

Secretary — Fred  P.  Thomas,  Houston. 

(The  Board  of  Directors,  Texas  Society  of  Anesthesiologists,  will 
meet  Saturday  at  3 p.m.  in  the  Terrace  Motor  Hotel  suite 
reserved  for  Dr.  Earl  L.  Yeakel.) 

SATURDAY,  APRIL  16,  6:30  p.m. 

Normandy  Room,  Terrace  Motor  Hotel 

1.  (6:30)  Cocktails  and  Buffet. 

8:30  p.m. 

Ballroom,  Terrace  Motor  Hotel 

2.  (8:30)  Texas  Medical  Association  Dance. 

SUNDAY,  APRIL  17,  8:30  a m. 

Savoy  Room,  Terrace  Motor  Hotel 

3.  (8:30)  Physiological  Measurement  and  Com- 
puters, 

Stewart  A.  Wilber,  Houston. 

4.  (9:00)  Anesthetic  Management  of  Diabetes  In- 
sipidus— A Case  Report. 

Jackie  H.  Hunt  and  L.  Ray  Wilson,  Dallas. 

5.  (9:30)  Trends  in  Anesthesia  Coverage  in  Texas. 

Roy  D.  Wilson,  Galveston. 

6.  (10:00)  Anesthesia  for  the  Poor-Risk  Pulmonary 
Patient. 

Edward  P.  Didier,  Rochester,  Minn. 

The  anesthetic  management  of  patients  with  the  more  common 
types  of  pulmonary  dysfunction  is  to  be  examined,  as  are  pre- 
operative evaluation  and  the  various  postoperative  measures 
both  preventive  and  therapeutic. 

(10 :30)  Coffee. 

7.  (11:00)  Panel:  The  Nurse  Anesthetist — Pro  and 
Con. 

Moderator:  Edward  P.  Didier,  Rochester,  Minn. 
Panelists:  Andrew  N.  Heinrichs,  Fort  Worth; 

David  0.  Johnson,  Austin;  and 
James  S.  Reitman,  Laredo. 

1 2 Noon 

Normandy  Room,  Terrace  Motor  Hotel 

8.  (12:00)  Luncheon. 

9.  (1:00)  Business  Meeting. 
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Blueprint  for  dealing  with  tension  due  to  stress— Prolixin— once-a-day 


For  the  patient  who  must  be  on  the  job  mentally  as  well  as  physically,  prescribe 
Prolixin.  The  prolonged  tranquilizing  action  of  as  little  as  one  or  two  mg.  helps 
him  cope  with  tension  all  day  long.  Markedly  low  in  toxicity  and  virtually  free 
from  usual  sedative  effects,  Prolixin  is  effective  in  controlling  both  anxiety 
associated  with  somatic  disorders  and  anxiety  due  to  environmental 
or  emotional  stress.  Patient  acceptance  is  good  — because  Prolixin 
is  low  in  cost,  low  in  dosage  and  low  in  sedative  activity.  Prescribe 
Prolixin. 

Side  Effects,  Precautions,  Contraindications:  As  used  for  anxiety  and  tension,  side 
effects  are  unlikely.  Reversible  extrapyramidal  reactions  may  develop  occasionally.  In 
higher  doses  for  psychotic  disorders,  patients  may  expe-'^nce  excessive  drowsiness,  visual 
blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions,  nausea,  anorexia,  salivation, 
edema,  perspiration,  dry  mouth,  polyuria,  hypotension.  Jaundice  has  been  exceedingly  rare. 
Photosensitivity  has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines;  routine 
blood  counts  are  recommended.  If  symptoms  of  upper  respiratory  infection  occur,  discon- 
tinue the  drug  and  institute  appropriate  treatment.  Do  not  use  epinephrine  for  hypotension 
which  may  appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atropine  may 
be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or  in  patients  with  subcortical 
brain  damage.  Use  cautiously  in  convulsive  disorders.  Available:  1 mg.  tablets.  Bottles  of 
50  and  500.  For  full  information,  see  Product  Brief. 


Squibb 


Squibb  Quality  — the  Priceless  Ingredient 
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TEXAS  SOCIETY  OF 
ATHLETIC  TEAM  PHYSICIANS 

(Related  Organization) 

President — Louis  W.  Breck,  El  Paso. 

President-Elect — A.  Ross  Davis,  Houston. 

Vice  President  and  Program  Chaiiman — Eugene  R. 
Foster,  Elgin. 

Secretary-Treasurer — W.  Cone  Johnson,  Temple. 

THURSDAY,  APRIL  14,  1:30  p.m. 

Rooms  4 and  6,  Municipal  Auditorium 

1.  (1:30)  Presidential  Address:  Sports  Medicine 
in  El  Paso  and  in  Texas. 

Louis  W.  Breck,  El  Paso. 

2.  (2:00)  Principles  of  Treatment  of  Acute  Liga- 
mentous Injuries  to  the  Knee. 

Don  H.  O’Donoghue,  Oklahoma  City. 

3.  (2:30)  What  Is  Sports  Medicine? 

Enist  Jokl,  Lexington,  Ky. 

Sports  medicine  comprises  three  disciplines : applied  physiol- 
ogy, athletic  traumatology,  and  clinical  aspects  of  exercise.  Of 
these,  only  the  last  represents  a new  medical  specialty  sensu 
strictiori.  The  growing  emphasis  given  to  exercise  as  a pro- 
phylactic and  therapeutic  method  is  an  outcome  of  researches 
into  the  structure  of  the  human  performance.  Current  concepts 
of  major  nosological  entities  have  thus  undergone  fundamental 
changes.  Sports  medicine  also  has  established  scientific  bases  for 
physical  education  in  schools  and  for  athletics. 

(3:00)  Coffee  Break. 

4.  (3:20)  Osteochondral  Fractures. 

Don  H.  O’Donoghue,  Oklahoma  City. 

5.  (3:50)  Medical  Sociology  and  Cultural  Anthro- 
pology of  Sport  and  Physical  Education. 

Ernst  Jokl,  Lexington,  Ky. 

The  new  status  of  the  “masses’^  in  our  technological  society  has 
repressed  natural  instincts  to  an  extent  without  parallel  in  the 
history  of  mankind.  Homo  faber  has  become  Homo  sedentarhis. 
In  Western  countries  machines  have  eliminated  the  physical 
stress  of  labor.  Outlets  for  instincts  and  emotional  drives  which 
physical  activities  once  afforded  are  no  longer  available.  A 
whole  scientific  literature  deals  with  “hypokinetic  disease,”  or 
health  hazards  due  to  lack  of  exercise.  Like  ai’t,  sport  washes 
away  from  the  soul  the  dust  of  everyday  life.  It  permits  ex- 
pression and  satisfaction  of  many  desires  which  the  modern 
world  awakens  as  well  as  represses — desires  for  recreation  and 
social  contact,  aggression  and  plan,  self-assuredness  and  hero 
worship.  Athletics  and  sport  are  not  the  only  means  to  attain 
such  satisfaction,  but  they  are  among  the  most  readily  accessible 
and  the  most  rewarding. 

6.  (4:20)  Panel  Discussion  of  Sports  Medicine. 
Questions  and  Answers. 

Moderator:  Louis  W.  Breck,  El  Paso. 

Participants:  Don  H.  O’Donoghue, 

Oklahoma  City, 
and  Ernst  Jokl,  Lexington,  Ky. 

7.  (4:50)  Business  Meeting. 


Register  Now  for  'fennis  Tournament 
Details  on  Page  P-8 


TEXAS  SOCIETY  OF 
PATHOLOGISTS,  INC. 

(Related  Organization) 

President — Vernie  A.  Stembridge,  Dallas. 
Secretary-Treasurer — Jack  L.  Smith,  Beaumont. 

(The  Society  will  have  its  scientific  session  with  the  Section  on 
Pathology  Friday,  2:30  to  5 p.m.,  Room  7,  Municipal  Auditor- 
ium. and  Saturday,  2:30  to  5 p.m..  Room  7,  Municipal  Au- 
ditorium. See  Section  Meetings  section  for  details.) 

SATURDAY,  APRIL  16,  9 a.m. 

East  Lounge,  Municipal  Auditorium 

1.  (9:00)  Workshop:  Implementation  of  Medicare. 

SUNDAY,  APRIL  17,  9 a.m. 

Viking  Room,  Ten’ace  Motor  Hotel 

2.  (9:00)  Business  Meeting. 

TEXAS  SOCIETY  OF  PLASTIC 
SURGEONS 

(Related  Oi’ganization) 

President — Willard  C.  Sellman,  Jr.,  Dallas. 

Vice  President — Dean  C.  Kipp,  Dallas. 
Secretary-Treasurer — John  P.  Gannon,  Houston. 
Program  ChaiiTnan — James  R.  Smith,  San  Antonio. 


THURSDAY,  APRIL  14,  9 a.m. 

Room  15,  Municipal  Auditorium 


1. 

(9:00) 

Registration. 

2. 

(9:30) 

Introductory  Remarks. 

Willard  C.  Sellman,  Jr.,  Dallas. 

3. 

(9:40) 

Correction  of  Micrognathia. 

James  W.  Kelley,  Tulsa,  Okla. 

4. 

(10:15) 

Implant  Surgery  for  Ptosis  of  the 

Eyelid. 

Stephen  R.  Lewis,  John  B.  Lynch,  and 
Truman  G.  Blocker,  Jr.,  Galveston. 

5.  (10:30)  Experiments  in  the  Use  of  Injectable 
Silastic  in  the  Treatment  of  Deformities  of  the 
Facial  Skeleton. 

Bromley  S.  Freeman,  Houston. 

6.  (10:45)  A Critique  on  Total  Cosmetic  Eyelid 
Surgery. 

Sanford  Glanz,  Corpus  Christi. 
(11:00)  Coffee  Break. 

7.  (11:15)  Experiences  with  Subcutaneous  Mastec- 
tomy Followed  by  Augmentation  Mammoplasty. 

Simon  Fredricks,  Houston. 

8.  (11:30)  Saving  the  Burned  Ear. 

David  Alan  Grant,  Fort  Worth. 
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9.  (11:45)  Primary  Alar  Band  Z-plasty  in  Cleft 
Lip  Surgery. 

D.  Frank  Dunton  and  Dean  C.  Kipp,  Dallas. 

10.  (12:00)  Leiomyosarcoma  of  the  Lower  Lip. 

William  H.  Schlattner,  San  Antonio. 

12:30  p.m. 

Rooms  9 and  11,  Municipal  Auditorium 

11.  (12:30)  Luncheon. 

1 :30  p.m. 

Room  15,  Municipal  Auditorium 

12.  (1:30)  Round  Table  Discussion. 

Current  Concepts  in  the  Management  of 
the  Large  Burn  with  Special  Attention 
to  Silver  Nitrate  Therapy. 

Soft  Tissue  Tumors  of  the  Hand. 

Facial  Nerve  Injury. 

Evaluation  of  Cleft  Palate  Speech. 
Miscellaneous  Problem  Cases. 

13.  (3:00)  Business  Meeting  (members  only). 

(4:30)  Adjourn. 

TEXAS  STATE  DIVISION 
INTERNATIONAL  COLLEGE 
OF  SURGEONS 

President — Harvey  Renger,  Hallettsville. 

Program  Chairman — Michael  O’Heeron,  Houston. 
Secretary — Heaton  Smith,  Victoria. 

THURSDAY,  APRIL  14,  6:30  p.m. 

Milan  and  Florentine  Rooms,  Terrace  Motor  Hotel 

1.  (6:30)  Annual  Dinner  and  Business  Meeting. 

Exhibits 


FILM  PROGRAM 

FRIDAY,  APRIL  15,  10  a.m.-1  p.m. 

Rooms  4 and  6,  Municipal  Auditorium 

(With  the  exception  of  “Modern  Management  of  Multiple 
Births,”  all  films  shown  are  available  from  the  Film  Library  of 
the  Texas  Medical  Association,  1801  North  Lamar,  Austin, 
Texas  78701.) 

1.  (10:00)  Modern  Management  of  Multiple 
Births — 1964  (William  Alpern,  M.D.,  and  Allan  G. 
Charles,  M.D.). 

The  course  of  a quadruplet  pregnancy  is  demonstrated  from 


initial  diagnosis  to  delivery.  Everything  possible  is  done  for  the 
obstetric  patient,  from  fetal  electrocardiography  through  the 
final  injection  of  the  placenta  and  its  clearance,  so  that  the 
placental  vessels  can  be  studied.  Details  of  prenatal  care,  scien- 
tific studies,  delivery,  and  determination  of  zygosity  are  pre- 
sented. 

2.  (10:21)  Carcinoma  of  the  Cecum  and  Ascend- 
ing Colon — Silent,  Obstructing,  Perforated — 1964 
(Hilger  Perry  Jenkins,  M.D.). 

The  varied  nature  of  right  colon  cancer,  the  principles  of  sur- 
gical treatment,  and  the  need  for  a routine  screening  technique 
to  aid  its  earlier  detection  are  shown. 

3.  (10:49)  Gastric  Surgery — 1964  (Robert  M.  Zol- 
linger, M.D.,  and  William  G.  Pace,  M.D.,  Ohio  State 
University  Hospitals). 

The  development  of  gastric  surgery  is  presented  in  this  film 
with  emphasis  on  contributions  by  Billroth  and  his  pupils.  The 
original  methods  and  modifications  are  demonstrated  at  surgery. 

4.  (11:22)  The  Abdomen  in  Infants  and  Children 
— 1964  (Ralph  V.  Platou,  Wayne  State  University; 
produced  at  Charity  Hospital  of  Louisiana,  New 
Orleans). 

Conditions  ranging  from  esophageal  atresia  to  confused  genitalia 
are  presented  in  this  film.  Dr.  Platou  demonstrates  in  several 
cases  techniques  used  in  making  the  diagnosis.  He  shows  in- 
stances where  prompt  diagnosis  may  be  lifesaving. 

5.  (11:57)  Abortion  and  the  Law — (CBS  docu- 
mentary, narrated  by  Walter  Cronkite). 

This  documentary  focuses  on  the  legal,  moral,  social,  and  psy- 
chological aspects  of  abortion  in  the  United  States  where  it  is 
estimated  that  more  than  1,000,000  illegal  abortions  are  per- 
formed each  year.  It  includes  a summary  of  the  problems,  atti- 
tudes, and  legal  aspects  in  England,  Sweden,  Poland,  Chile, 
Mexico,  and  Japan.  A portion  of  the  film  presents  the  juxta- 
position of  clergymen,  lawyers,  and  physicians  who  hold  dia- 
metrically opposed  views  on  suggestions  that  the  present  laws 
against  abortions  need  amending.  Clearly  shown  is  a young 
woman  who  is  being  steered  to  an  abortionist,  as  well  as 
graphic  evidence  of  the  dangerous  and  serious  consequences  of 
illegal  abortions.  Parents  of  a young  girl  who  resorted  to  an 
abortion  without  their  knowledge  also  tell  their  story.  This  film 
can  be  shown  to  lay  groups. 

SATURDAY,  APRIL  16,  10  a.m.-l  p.m. 

Rooms  4 and  6,  Municipal  Auditorium 

1.  (10:00)  Renal  Vascular  Hypertension:  An  Ap- 
proach to  Diagnosis  and  Treatment — 1964  (Harry 
E.  Sarles,  M.D.,  and  others.  University  of  Texas 
Medical  Branch,  Galveston). 

This  film  depicts  the  pathogenesis  of  renal  vascular  hyperten- 
sion : the  types  of  lesions  responsible ; the  diagnosis  from  med- 
ical historical  clues,  physical  examination,  intravenous  pyelo- 
gram,  renogram  and  renal  scan,  aortagram,  Howard  test  and 
pyelogram  urea  washout  test : operative  procedure ; and  patient 
follow-up. 

2.  (10:23)  Why  Blood  Volume? — 1964  (Jacob 
Fine,  M.D.,  Boston). 

The  physiological  basis  of  blood  volume  is  presented,  with  a 
discussion  of  red  cell  mass  and  total  plasma.  Examples  of  clinical 
aspects  of  blood  volume  deficiencies  in  various  situations  are 
given,  and  cases  illustrate  the  importance  of  blood  volume  de- 
termination prior  to,  during,  and  after  elective  surgery  to  pre- 
vent hypo-  and  hypervolemia,  in  shock  complicating  acute  myo- 
cardial infarctions  and  severe  infection,  in  polycythemia,  and 
in  prolonged  bleeding  in  peptic  ulcer.  The  importance  of  the 
proper  component  of  blood  is  discussed.  The  simplicity  of  the 
methodology  and  instrumentation  of  blood  volume  determina- 
tion is  shown. 
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3.  (10:46)  The  Alcoholic  Patient  and  His  Physi- 
cian— 1964  (John  Clancy,  M.D.,  University  of  Iowa, 
Psychopathic  Hospital,  Iowa  City). 

Nonaddictive  and  addictive  alcoholism  is  discussed.  Interviews 
and  commentaries  demonstrate  the  physician’s  role  in  the  diag* 
nostic  process  and  in  a long'-term  treatment  program.  The  film 
is  directed  more  toward  a psychiatrist  in  its  interview  techniques. 

4.  (11:23)  Cushing’s  Syndrome  in  Children — 1964 
(M.  James  Warden,  M.D.,  and  Maurice  D.  Kogut, 
M.D.,  Los  Angeles). 

A case  of  an  11-year-old  boy  with  classical  symptoms  of  Cush- 
ing’s syndrome,  such  as  stature,  obesity,  and  hypertrichosis  is 
presented.  Findings  from  laboratory  tests  are  described.  Treat- 
ment of  adrenal  hyperplasia  is  shown  and  pros  and  cons  of 
hypophysectomy,  subtotal  adrenalectomy,  and  total  adrenalectomy 
are  discussed.  Bilateral  total  adrenalectomy  is  preferred,  and  the 
operative  procedure  is  shown. 

5.  (11:49)  Clinical  Applications  of  Microporous 
Tapes  in  Wound  Closures — 1965. 

Dr.  J.  Englebert  Dunphy,  San  Francisco,  provides  a historical 
background  of  sutureless  skin  closure,  and  briefly  demonstrates 
its  application  in  heart  surgery.  Dr.  Charles  A.  Hufnagel, 
Washington,  D.C.,  describes  the  problems  encountered  in  the 
treatment  of  traumatic  lacerations  in  emergency  rooms.  Dr. 
Robert  J.  Freeark,  Chicago,  shows  an  original  method  of  re- 
ducing hypertropic  and  pendulous  breasts,  using  microporous 
tapes.  Dr.  Tord  Skoog,  Uppsula,  Sweden,  uses  a number  of 
curved  incisions  to  establish  the  eventual  fonn  of  the  reduced 
breasts,  closing  wounds  with  microporous  tape. 

6.  (12:12)  Management  of  Severe  Burns  in  Chil- 
dren— 1965  (E.  T.  Boles,  Jr.,  M.D.,  Children’s  Hos- 
pital, Columbus,  Ohio). 

This  film  presents  a step-by-step  illustration  of  the  technique 
employed  by  the  author.  Emphasis  is  on  emergency  care  imme- 
diately after  the  burn,  hospital  care  during  the  shock  phase 
(first  48  hours  after  burn),  control  of  infection,  proper  nutri- 
tion, prevention  of  anemia,  preparation  of  the  burn  for  resur- 
facing, closure  of  the  wound,  and  attention  to  detail,  and  to 
every  physical  and  emotional  need  of  the  child. 

7.  (12:35)  A Quarter  Million  Teenagers — (1965). 

Of  the  great  number  of  persons  who  contract  syphilis  and 
gonorrhea  each  year,  a quarter  of  a million  are  teenagers. 
Microscopic  shots  of  spirochetes  and  gonococci  and  the  route  by 
which  the  organisms  enter  the  body,  are  shown.  Much  of  the 
film  is  animated.  The  progress  of  gonorrhea  and  syphilis  are 
shown.  The  damage  and  the  tragic  results  from  allowing  the 
diseases  to  go  untreated  are  considered.  (This  film  is  designed 
for  teaching  lay  groups.) 


SCIENTIFIC  EXHIBITS 

All  scientific  exhibits  are  located  on  the  Main  Floor 
of  the  Municipal  Auditorium.  Exhibits  will  be  dis- 
played during  the  following  hours: 

Thursday  12  Noon-5 :30  p.m. 

Friday  8 a.m.-5:30  p.m. 

Saturday  8 a.m.-5  p.m. 

Awards 

First,  second,  and  honorable  mention  awards  will  be 
given  in  each  of  four  categories:  Group  1,  Individ- 
ual Exhibits;  Group  2,  Group  Exhibits;  Group  3, 
Institutional  Exhibits;  and  Group  4,  Educational- 
Promotional  Exhibits. 

Aesculapius  Award:  An  additional  award  will  be 


initiated  this  year.  Mead  Johnson  Laboratories,  to 
encourage  the  development  of  scientific  exhibits, 
will  offer  a certificate  and  a cash  prize  of  $200  for 
the  most  outstanding  scientific  exhibit  displayed. 
Announcement  of  the  winner  will  be  made  at  the 
General  Meeting  Luncheon,  Friday,  12:30  p.m., 
Banquet  Room,  Municipal  Auditorium. 

Identification  and  Floor  Plans 

Scientific  exhibitors  may  be  recognized  by  special 
ribbons  attached  to  their  identification  badges. 

Floor  plans,  showing  location  of  scientific  and  tech- 
nical exhibits,  will  be  available  upon  registration. 
A copy  of  the  floor  plan  is  printed  in  this  program. 

Following  is  a roster  of  exhibitors  and  their  ex- 
hibits: 

Group  1,  Individual  Exhibits 

Loose  Bodies  of  the  Knee  Joint  That  Are  Not  Really 
Loose. 

Louis  W.  Breck,  M.D.,  Morton  H.  Leonard,  M.D., 
J.  Philip  Richardson,  M.D.,  The  El  Paso  Ortho- 
paedic Surgery  Group,  El  Paso. 

Latent  Hypotension  of  Myocardial  Infarction. 

Robert  B.  Crouch,  M.D.,  and  Peter  Sullivan,  M.D., 
Houston. 

Normal  Physiological  Powder  in  Obstetrics  and 
Gynecology. 

Karl  John  Kamaky,  M.D.,  Houston. 

Congenital  Heart  Disease.  Relative  Frequency  of  the 
More  Common  Lesions  According  to  Age  Group. 

R.  D.  Leachman,  M.D.,  Dan  G.  McNamara,  M.D., 
Jose  Pereyo,  M.D.,  and  Don  Rochelle,  M.D.,  De- 
partment of  Medicine,  Baylor  University  College 
of  Medicine  and  St.  Luke’s  Episcopal  and  Texas 
Children’s  Hospitals,  Houston. 

Advances  in  Cardiovascular  Surgery. 

James  T.  Parsons,  M.D.,  Houston. 

Carotid  Artery  Surgery  for  Stroke  Syndromes. 

Jesse  E.  Thompson,  M.D.,  Mark  M.  Kartchner, 
M.D.,  Dale  J.  Austin,  M.D.,  C.  Gene  Wheeler, 
M.D.,  and  R.  Don  Patman,  M.D.,  Dallas. 

Surgical  Experience  with  LTlcerative  Colitis  in  the 
Southwest. 

Robert  J.  Rowe,  M.D.,  University  of  Texas  South- 
westem  Medical  School,  Dallas,  and  Baylor  Uni- 
versity Medical  Center,  Dallas. 

Group  2,  Group  Exhibits 
Endonasal  Rhinoplasty. 

W.  O.  Akin,  M.D.,  and  J.  F.  Waldron,  M.D.,  Divi- 
sion of  Otorhinolaryngology,  University  of  Texas 
Medical  Branch,  Galveston. 

Aneurysm  of  Ascending  Aorta  with  Aortic  Valvular 
Insufficiency;  Diagnosis  and  Surgical  Management. 
Denton  A.  Cooley,  M.D.,  Robert  D.  Bloodwell, 
M.D.,  Grady  L.  Hallman,  M.D.,  Don  W.  Chapman, 
M.D.,  and  Robert  D.  Leachman,  M.D.,  Baylor  Uni- 
versity College  of  Medicine,  Houston. 

The  Relationship  Between  Perleche  and  Vertical 
Facial  Dimension. 

Maiwin  E.  Chernosky,  M.D.,  Clinical  Assistant 
Professor,  Baylor  University  College  of  IMeilicine. 
Houston. 
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Polymetachromatic  Staining  (Simultaneous  Visuali- 
zation of  Structural  Components). 

C.  de  Chenar,  M.D.,  Pathologist-Neuropathologist, 
Austin  State  Hospital,  Austin. 

Diagnosis  of  Pancreatic  Diseases. 

N.  C.  Hightower,  M.D.,  D.  K.  Wentz,  M.D.,  R.  D. 
Haines,  M.D.,  A.  C.  Broders,  M.D.,  H.  Laurens, 
M.D.,  and  J.  A.  Bargen,  M.D.,  Scott  and  White 
Clinic,  Temple. 

Obstructive  Airway  Disease  of  the  Lungs — An  En- 
vironmental Health  Problem. 

Daniel  E.  Jenkins,  M.D.,  S.  Donald  Greenberg, 
M.D.,  Samuel  F.  Boushy,  M.D.,  David  Bahar, 
M.D.,  Howard  T.  Barkley,  M.D.,  Robert  M.  O’Neal, 
M.D.,  R.  E.  Collins,  Ph.D.,  and  David  L.  Carson, 
Technologist,  Departments  of  Medicine  and  Path- 
ology, Baylor  University  College  of  Medicine,  and 
the  Houston-Harris  County  Tuberculosis  Associa- 
tion, Houston. 

Myocardial  Revascularization. 

H.  Edward  Garrett,  M.D.,  Edward  B.  Diethrich, 
M.D.,  Michael  E.  DeBakey,  M.D.,  Edward  W. 
Dennis,  M.D.,  Samuel  A.  Kinard,  M.D.,  and  John 
M.  Lewis,  M.D.,  Department  of  Surgery,  Baylor 
University  College  of  Medicine,  Houston. 

Rheologic  Changes  in  Myocardial  Infarction. 

Per  H.  Langsjoen,  M.D.,  Scott  and  White  Clinic, 
Temple. 

Tumors  of  the  Bony  Pelvis. 

R.  A.  Murray,  M.D.,  H.  H.  Brindley,  M.D.,  D.  E. 
Pisar,  M.D.,  and  H.  R.  Collins,  M.D.,  Scott  and 
White  Clinic,  Temple. 

Use  of  Modified  Intravenous  Pyelogram  as  an  Of- 
fice Screening  Test  for  Hypertension  of  Renovascu- 
lar Etiology. 

K.  R.  Bingman,  M.D.,  and  W.  L.  Hinds,  M.D., 
Diagnostic  Clinic  of  Houston,  Houston. 

Control  of  Intractable  Pain:  Subarachnoid  Alcohol 
Block. 

Marjorie  Hendrickson,  M.D.,  and  Stewart  A.  Wil- 
ber, M..D,  University  of  Texas  M.  D.  Anderson 
Hospital  and  Tumor  Institute,  Houston. 

Group  3,  Institutional  Exhibits 

Cardiac  Valve  Replacement  Using  an  Improved 
Prosthesis. 

Denton  A.  Cooley,  M.D.,  Robert  D.  Bloodwell,  M.D., 
Grady  L.  Hallman,  M.D.,  Sarjit  Gill,  M.D.,  and 
Arthur  C.  Beall,  Jr.,  M.D.,  Baylor  University 
College  of  Medicine,  Houston. 

A Study  of  a Prison  Population:  Testing  Ground 
for  New  Drugs. 

Harry  Brick,  M.D.,  W.  H.  Doub,  Jr.,  M.A.,  and 
W.  C.  Perdue,  M.A.,  Virginia  State  Penitentiary, 
Richmond. 

Effects  of  Exogenous  Hormones  on  the  Normal 
Menstrual  Cycle. 

E.  B.  Connell,  M.D.,  M.  L.  Stone,  M.D.,  and  A. 
Sedlis,  M.D.,  New  York  Medical  College,  New 
York. 

Mental  Health  and  the  Geriatric  Patient. 

John  Middleton,  Clarence  R.  Miller,  M.D.,  and 
Velma  Stigler,  Austin  State  Hospital,  Austin. 

Treatment  of  the  Alcoholic  by  the  General  Practi- 
tioner. 

Jackson  A.  Smith,  M.D.,  and  David  W.  Swanson, 


M.D.,  Stritch  School  of  Medicine  of  Loyola  Uni- 
versity, Hines,  HI. 

Practical  Treatment  of  Musculoskeletal  Disorders. 
Fred  J.  Phillips,  M.D.,  C.  L.  Chai,  M.D.,  M.  D. 
Debuque,  M.D.,  and  David  M.  Shoemaker,  M.D., 
Quakertown,  Pa. 

The  Treatment  of  Mixed  Psychiatric  Syndromes. 

Paul  E.  Feldman,  M.D.,  Topeka  State  Hospital, 
Topeka,  Kan. 

A Reflex  Useful  for  Controlling  Hypertensive  Ther- 
apy. 

Travis  Winsor,  M.D.,  and  Edward  B.  Waldmann, 
M.D.,  University  of  Southern  California  School  of 
Medicine,  Los  Angeles. 

Recovery  Room  Analgesia. 

George  Wallace,  M.D.,  Director,  Department  of 
Anesthesiology,  Methodist  Hospital  of  Brooklyn, 
Brooklyn,  N.  Y. 

The  Effects  of  Sparteine  Sulfate  on  Uterine  Ac- 
tivity. 

J.  Alan  Alexander,  M.D.,  and  Robert  R.  Frank- 
lin, M.D.,  Department  of  Obstetrics  and  Gynecol- 
ogy, Baylor  University  College  of  Medicine,  Texas 
Medical  Center,  Houston. 

“Cardiospasm.” 

Joseph  Chai-les  Elia,  M.D.,  Reno,  Nev. 

Group  4,  Educational-Promotional  Exhibits 
Texas  Academy  of  General  Practice. 

Insurance  Medicine. 

Society  of  Life  Insurance  Medical  Directors  of 
Texas,  Milford  0.  Rouse,  M.D.,  Dallas,  President. 

Reflections  in  Radiography. 

Texas  State  Department  of  Health,  Division  of 
Occupational  Health  and  Radiation  Control,  David 

K.  Lacker  and  Julian  Castillo,  Austin. 

Tuberculosis — Steps  to  Eradication. 

Texas  State  Department  of  Health. 

Driver’s  Safety. 

Texas  Medical  Association’s  Committee  on  Trans- 
portation Safety,  Austin. 

Cardiopulmonary  Resuscitation — Definitive  Therapy. 

Texas  Heart  Association,  Houston. 

PKU  Screening  Program. 

Texas  State  Department  of  Health,  Austin. 

United  Ostomy  Association,  Inc. 

Los  Angeles. 

Research  and  Education  in  Water  Resources. 

Center  for  Research  in  Water  Resources,  Univer- 
sity of  Texas,  Austin. 

Diabetic  Camp  for  Boys  and  Girls. 

Houston  Area  Diabetes  Association. 

Dallas  Southern  Clinical  Annual  Spring  Clinical  Con- 
ference. 

Dallas  Southern  Clinical  Society. 

Disaster  Medical  Care. 

Texas  Medical  Association  Committee  on  Disaster 
Medical  Care,  and  Texas  State  Department  of 
Health,  Division  of  Disaster  Health  and  Medical 
Services. 

Closed  Chest  Cardiac  Massage  — Recommended 
Equipment  for  Ambulances. 

American  College  of  Surgeons  Trauma  Committee. 
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TECHNICAL  EXHIBITS 


Technical  exhibits  are  displayed  on  the  Main  Floor 
of  the  Municipal  Auditorium. 

Representatives  from  the  pharmaceutical  industry, 
business  equipment  companies,  insurance  and  in- 
vestment companies,  and  other  related  fields,  will  be 
present  to  discuss  equipment  and  products  with 
physicians. 

Exhibits  will  be  displayed  during  the  following 
hours : 


Thursday  12  Noon-5 :30  p.m. 

Friday  8 a.m.-5:30  p.m. 

Saturday  8 a.m.-5  p.m. 

The  President’s  Reception  for  Exhibitors  will  be 
held  Thursday,  5:30  to  6.30  p.m..  Rathskeller,  Mu- 
nicipal Auditorium. 

Floor  plans,  showing  location  of  scientific  and  tech- 
nical exhibits,  will  be  available  upon  registration. 
A copy  of  the  floor  plan  is  printed  in  this  program. 

Make  it  a part  of  your  schedule  to  visit  with  the 
exhibitors. 


Following  is  a list  of  exhibits: 


Exhibitor 


Booth 


ARM,  Inc.,  Dallas 

Abbott  Laboratories,  North  Chicago 
Alcon  Laboratories,  Inc.,  Fort  Worth 
Aloe  Medical,  St.  Louis 

Americana  Corporation,  Beverly  Hills,  Calif. 

American  Optical  Company,  Dallas 
Ames  Company,  Inc.,  Elkhart,  Ind. 

Arnar-Stone  Laboratories,  Inc.,  Mt.  Prospect,  111. 

Astra  Pharmaceutical  Products,  Inc.,  Worcester,  Mass. 
Atomic  Energy  Industrial  Laboratories  of  the  Southwest, 


24,  25 
44 
33 
78 
53 
59 
63 
91 
43 


Houston  23 

Ayerst  Laboratories,  Dallas  64,  133 

Barnes-Hind  Laboratories,  Inc.,  Sunnyvale,  Calif.  58 

Bentex  Pharmaceutical  Co.,  Inc.,  Houston  120 

Beverly  Hills  Hospital,  Dallas  18 

Blue  Cross-Blue  Shield  of  Texas,  Dallas  116 

Borcherdt  Company,  Chicago  15 

The  Borden  Company,  Southern  Division,  Houston  26,  27,  28 
Borden  Pharmaceutical  Division,  New  York  29 

Breon  Laboratories,  Inc.,  New  York  72 

Bristol  Laboratories,  Syracuse,  N.Y.  121 

Broilitizer  Sales,  Los  Angeles  117 

The  Brown  Schools,  Austin  14 

Burroughs  Wellcome  and  Company,  (U.S.A.)  Inc., 

Tuckahoe,  N.Y.  83 

Burton,  Parsons  and  Company,  Inc.,  Washington,  D.C.  40 

Camrick  Laboratories,  Summit,  N.J.  76 

Ciba  Pharmaceutical  Co.,  Summit,  N.J.  96 

Coca-Cola  Company,  Atlanta  73 

Contour  Chair  Lounge  Company,  Dallas  35,  36 

Coreco  Research  Corporation,  New  York  97 

Cutter  Laboratories,  Berkeley,  Calif.  61 

Dallas  Radionics,  Dallas  93 

Davies,  Rose-Hoyt,  Needham,  Mass.  60 

Dictaphone  Corporation,  New  York  130 

The  EMKO  Company,  St.  Louis,  Mo.  134 

Film  Distributors  International,  Los  Angeles  68 

Ford  Dixon  Company,  Dallas  86 

Dome  Chemicals,  Inc.,  New  York  103 

Duke  Laboratories,  Inc.,  South  Norwalk,  Conn.  123 

Thomas  A.  Edison  Industries,  Houston  112 

Emerson  Laboratories,  Dallas  125 

Encyclopaedia  Britannica,  Chicago  65 

Marshall  Erdman  and  Associates,  Inc.,  Dallas  74 

Charles  O,  Finley  and  Company,  Austin  12 

Flint  Laboratories,  Morton  Grove,  111.  50 

Geigy  Pharmaceuticals,  Yonkers,  N.Y.  82 

General  Electric  Company,  Dallas  137 

Gerber  Products  Company,  Fremont,  Mich.  39 

Gilbert  X-Ray  Company  of  Texas,  Dallas  126 

Great  American  Reserve  of  Dallas,  Dallas  84 

Great  Books  of  the  Western  World,  Houston  34 


Hoechst  Pharmaceuticals,  Inc.,  Cincinnati  107 

Ives  Laboratories,  Inc.,  New  York  98 

Landry  Pharmaceuticals,  Inc.,  Houston  10 

Lederle  Laboratories,  Pearl  River,  N.Y.  Ill 

Eli  Lilly  & Company,  Indianapolis  69 

Lippincott  and  Company,  Philadelphia  62 

A.  E.  Magill  and  Company,  Houston  31 

J.  A.  Majors  Company,  Dallas  57 

Mead  Johnson  Laboratories,  Evansville,  Ind.  128 

Medical  Protective  Company,  Fort  Wayne,  Ind.  13 

Merck  Sharp  & Dohme,  West  Point,  Pa.  79 

Merit  Pharmaceutical  Co.,  Inc.,  Houston  75 

William  S.  Merrell  Co.,  Cincinnati  115 

Metro  Med,  Inc.,  Houston  119 

Mission  Pharmacal  Company,  San  Antonio  11 

V.  Mueller  & Company,  Dallas  70 

Mutual  Benefit  Life  Insurance  Co.,  Newark,  N.J.  108 

The  National  Drug  Company,  Philadelphia  51 

Organon,  Inc.,  West  Orange,  N.J.  100 

Ortho  Pharmaceutical  Corp.,  Raritan,  N.J.  8,  21 

Pacific  Medical  Equipment,  North  Hollywood,  Calif.  45 

Parke,  Davis  & Company,  Detroit  90 

Pharmafac,  Inc.,  Austin  16 

William  P.  Poythress  & Co.,  Inc.,  Richmond,  Va.  22 

Procter  and  Gamble  Company,  Cincinnati  80,  81 

R.  J.  Reynolds  Tobacco  Company,  Winston-Salem,  N.C.  20 
Riker  Laboratories,  Inc.,  Northridge,  Calif.  135 

A.  H.  Robins  Company,  Inc.,  Richmond,  Va.  94 

Roche  Laboratories,  Nutley,  N.J.  124 

William  H.  Rorer,  Inc.,  Fort  Washington,  Pa.  66 

Royal  Crown  Cola  Company,  Waco  1 

Sandoz  Pharmaceuticals,  Hanover,  N.J.  47 

Savage  Laboratories,  Inc.,  Houston  54 

Sobering  Corporation,  Union,  N.J.  88 

Julius  Schmid,  Inc.,  New  York  48 

G.  D.  Searle  & Company,  Chicago  127 

Seven-Up  Developers  of  Texas,  Waco  118 

Smith  Kline  and  French  Laboratories,  Philadelphia  56 

Smith,  Miller  & Patch,  Inc.,  New  York  95 

E.  R.  Squibb  & Sons,  New  York  71 

Stuart  Company,  Pasadena,  Calif.  99 

Surgical  Mechanical  Research,  Inc.,  Newport  Beach,  Calif.  38 
Syntex  Laboratories,  Inc.,  Palo  Alto,  Calif.  52,  87 

Tel-Tek  Electronics,  Inc.,  Dallas  30 

Terrell  Supply  Company,  Inc.,  Fort  Worth  85 

Texas  Employers*  Insurance  Association.  Dallas  17 

Texas  Pharmacal  Company,  San  Antonio  19 

TRACOR,  Inc.,  Austin  129 

Truett  Laboratories,  Dallas  109,  110 

The  Upjohn  Company,  Kalamazoo,  Mich.  89 

U.  S.  Vitamin  & Pharmaceutical  Corp.,  New  York  9 

WTS  Pharmacraft,  Rochester,  N.Y.  77 

Wallace  Laboratories,  Cranbury,  N.J.  92 

Warner-Chilcott  Laboratories,  Morris  Plains.  N.J.  131 

Westwood  Pharmaceuticals,  Buffalo,  N.Y.  55 

White  Laboratories,  Kenilworth,  N.J.  136 

Winthrop  Laboratories,  New  York  104 
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When  uncontrolled 
diarrhea  brings 
a call  for  help 


V\/hen  the  diarrhea  sufferer  has  run  the 
gamut  of  home  remedies  without  success' 
pleasant-tasting  CREMOMYCIN  can  answer 
the  call  for  help.  It  can  be  counted  on  t( 
consolidate  fluid  stools,  soothe  intestina 
inflammation,  inhibit  enteric  pathogens 
and  detoxify  putrefactive  materials— usu 
ally  within  a few  hours. 


CREMOMYCIN  combines  the  bacteriostatic 
agents,  succinylsulfathiazole  and  neomyi 
cin,  with  the  adsorbent  and  protective  de 
mulcents,  kaolin  and  pectin,  for  compre 
hensive  control  of  diarrhea. 


Indications:  Diarrhea.  Contraindications:  Kaolin' 
Withhold  if  diverticulosis  is  present  or  suspected 
Precautions:  Sulfonamide:  Continued  use  require: 
supplementary  administration  of  thiamine  and  vita 
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your  for 
Cremomycin 
can  provide  relief 


nin  K.  Neomycin;  Patient  should  be  observed  for 
lew  infections  due  to  bacteria  or  fungi.  Side  Effects: 
Sulfonamide:  Sensitivity  reactions  may  occur  (e.g., 
skin  rashes,  anemia,  polyneuritis,  fever;  agranulo- 
:ytosis  with  a fatal  outcome  has  been  reported). 
Reduction  of  thiamine  output  in  the  feces  and  of 
/itamin  K synthesis  has  been  observed.  Neomycin: 
Mausea,  loose  stools  possible. 

Before  prescribing  or  administering,  read  product 
zircular  with  package  or  available  on  request. 


promptly  relieves  diarrheal  distress 

Cremomycin 

ANTIDIARRHEAL  ^ 

Composition:  Each  30  cc.  contains  neomycin  sulfate 
300  mg.  (equivalent  to  210  mg.  of  neomycin  base), 
succinylsulfathiazole  3.0  Gm.,  colloidal  kaolin  3.0 
Gm.,  pectin  0.27  Gm. 

@MERCK  SHARP  & DOHME  Division  ol  Merck  & Co.,  Inc.,  West  Point,  Pa. 

Where  today’s  theory  is  tomorrow’s  therapy 
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PROGRAM 


Woman's  Auxiliary 

to  the 

Texas  Medical  Association 

Forty-Eighth  Annual  Convention — Austin — April  14-17,  1966 


WEDNESDAY,  APRIL  13 


10:30  a.m. 

Finance  Committee  Meeting 

Commodore  Suite,  1225 
Commodore  Perry  Hotel 

1:30  p.m. 

Advisory  Committee  Meeting 
Commodore  Suite,  1225 

2:30  p.m. 

Reference  Committee  Meeting 
Commodore  Suite,  1225 

2-5  p.m. 

Registration 
Third  Floor  Foyer 
Commodore  Perry  Hotel 

7 p.m. 

Past  Presidents’  Dinner 
Granada  Room,  Crest  Hotel 
(Past  State  Presidents  only) 

THURSDAY,  APRIL  14 


Registration  and  Information 
Third  Floor 
Commodore  Peri’y  Hotel 

Registration  and  Information 

Municipal  Auditorium 

Hospitality  Room  Open 
Viceroy  Room 
Commodore  PeiTy  Hotel 
(Courtesy  of  Great  American  Resei-ve 
Insurance  Company) 

8:30  a.m.-ll:30  a.m.  Council  Woman’s  Breakfast 

Austin  Club 
Conomodore  Perry  Hotel 
(by  invitation) 

Mrs.  James  C.  Price 
First  Vice-President,  presiding 


8 a.m.-4  p.m. 

9 a.m. -4  p.m. 
8 a.m. -4  p.m. 


12  Noon  Executive  Board  Luncheon 

Colonnade  I 
Commodore  Perry  Hotel 


(All  Past  State  Presidents,  County  Presi- 
dents, Presidents-Elect,  and  other  current 
and  incoming  state  Board  members  invited) 

Mrs.  Russell  L.  Deter,  President,  presiding 


Invocation 

Welcome 

Response 

Presentation 


Mrs.  L.  Bonham  Jones, 
San  Antonio 
Mrs.  Robert  G.  Farris,  Austin 
Mrs.  Ralph  C.  Patrick,  Houston 
of  President-Elect 


Greetings  from  ChaiiTnan  of  Texas  Medical 
Association  Advisory  Committee 
to  the  Woman’s  Auxiliary 
Gray  E.  Carpenter,  M.D.,  El  Paso 
Introduction  of  Special  Guests 
Presentation  of  Past  Presidents 

Mrs.  W.  D.  Nicholson,  Lake  Jackson 

Business : 

Approval  of  Convention  Agenda 
Appointment  of  Reading  Committee 
Convention  Rules 
Minutes 

Treasurer’s  Report 
Correspondence 

Recommendations  of  Officers  and  Commit- 
tee Chairmen 

Announcements  Mrs.  Robert  G.  Farris, 
Austin,  Convention  Chairman 

Adjournment 

2 p.m.  Auxiliary  President’s  Report 

to  TMA  House  of  Delegates 
Capitol  Ballroom 
Stephen  F.  Austin  Hotel 
(Everyone  invited) 


FRIDAY,  APRIL  15 


Registration  and  Information 
Third  Floor 
Commodore  Periy  Hotel 

Registration  and  Information 
Municipal  Auditorium 

Hospitality  Room  Open 
Viceroy  Room 
Commodore  Pemy  Hotel 

First  Business  Meeting 
Colonnade  III 
Commodore  Peny  Hotel 

Mrs.  Russell  L.  Deter,  El  Paso, 
President,  presiding 

Invocation  Mrs.  L.  Bonham  Jones, 

San  Antonio 

Greetings  Mrs.  B.  J.  Smith,  Austin 

Convention  Cochairman 

Credo  and  Pledge  (stand) 

Mrs.  John  B.  Bourland,  Dallas 


8 a.m. -4  p.m. 

9 a.m. -4  p.m. 

8 a.m. -3  p.m. 

8:30  a.m. -11:30  a.m. 
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NORTHERN  REGION  REPORTS 
(District  and  County) 

Mrs.  William  B.  Allensworth,  Mineral 
Wells,  Northern  Regional  Vice-President 

District  12.  Mrs.  Clarence  S.  Kemp, 
Bryan,  Council  Woman 

Bell,  Bosque-Hamilton,  Brazos-Robertson,  Coryell, 
Erath-Hood-Somervell,  Falls,  Hill,  Johnson,  Lime- 
stone, McLennan,  Milam,  and  Navarro  Counties 

District  13.  Mrs.  0.  E.  Harper,  Abilene, 
Council  Woman 

Baylor-Knox-Haskell,  Clay-Montague-Wise,  East- 
land-Callahan-Stephens-  Shackelford-  Throckmorton, 
Palo  Pinto-P a rker-Youn&-J ack-Archer,  Tarrant, 
Taylor-Jones,  Wichita,  and  Wilbarger  Counties 

District  14,  Mrs.  Courtney  M.  Townsend, 
Paris,  Council  Woman 

Collin,  Cooke,  Dallas,  Denton,  Ellis,  Fannin,  Gray- 
son (North  and  South),  Hopkins-Franklin,  Hunt- 
Rockwall-Rains,  Kaufman,  Lamar-Delta,  and  Van 
Zandt  Counties 


SOUTHERN  REGION  REPORTS 
(District  and  County) 

Mrs.  A.  O’Brien  McCary,  Fi’eeport,  South- 
ern Regional  Vice-President 

District  5.  Mrs.  Brad  Oxford,  San  An- 
tonio, Council  Woman 

Atascosa,  Bexar,  Comal,  (jonzales,  Guadalupe, 
Karnes- Wilson,  Kerr-Kendall-G  i 11  e s p ie-Bandera, 
LaSalle-Frio-Dimmit,  and  Medina-Uvalde-Maver- 
ick-V al  Verde- Edwards- Real-Kinney-Terrell-Zava- 
la  Counties 

District  6.  Mrs.  Wesley  A.  Gustafson, 
McAllen,  Council  Woman 

Bee-Live  Oak-McMullen,  Brooks-Duval-Jim  Wells, 
Cameron-W  illacy,  Hidalgo-Starr,  Kleberg-Kenedy, 
Nueces,  San  Patricio-Aransas-Refugio,  Webb-Za- 
pata-Jim  Hogg  Counties 

District  7.  Mrs.  Philip  A.  Wales,  Lock- 
hart, Council  Woman 

Bastrop-Lee,  Caldwell,  Hays-Blanco,  Lampasas- 
Burnet-Llano,  Travis,  and  Williamson  Counties 

District  8.  Mrs.  M.  Lake  Fowler,  Jr., 
Galveston,  Council  Woman 
Brazoria,  Colorado-Fayette,  DeWitt- Lavaca,  Gal- 
veston, Victor  ia-Calhoun-Goliad,  and  Wharton- 
Jackson-Matagorda-Fort  Bend  Counties 


EASTERN  REGION  REPORTS 
(District  and  County) 

Mrs.  John  C.  Koch,  Lufkin,  Eastern  Re- 
gional Vice-President 

District  9.  Mrs.  J.  Charles  Dickson,  Hous- 
ton, Council  Woman. 

Austin-Grimes-Waller,  Harris,  East  Harris  Chap- 
ter, Montgomery,  Polk-San  Jacinto,  Walker-Madi- 
son-Trinity,  and  Washington-Burleson  Counties 

District  10.  Mrs.  C.  R.  Haley,  San 
Augustine,  Council  Woman 

Angelina,  Hardin-Tyler,  Jasper-Newton,  Jeffer- 
son : Beaumont  and  Port  Arthur  Chapters,  Liber- 
ty-Chambers, Nacogdoches,  Orange,  and  Shelby- 
San  Augustine-Sabine  Counties 


District  11.  Mrs.  Herbert  B.  Daniels,  Jr., 
Tyler,  Council  Woman 

Anderson-Leon,  Cherokee,  Freestone,  Henderson, 
Houston,  Rusk-Panola,  Smith,  and  Wood  Counties 

District  15.  Mrs.  David  H.  Glenn,  Mar- 
shall, Council  Woman 

Bowie,  Camp-Morris-Titus,  Cass-Marion,  Gregg, 
Harrison,  Red  River,  and  Upshur 

WESTERN  REGION  REPORTS 
(District  and  County) 

Mrs.  Roy  F.  Kemper,  Coleman,  Westem 
Regional  Vice-President 

District  1.  Mrs.  Donald  Garrett,  Mona- 
hans, Couticil  Woman 

El  Paso,  Pecos-Jeff  Davis-Presidio-Brewster,  and 
Reeves- Ward-  Winkler-  Loving-  Culberson-  Hudspeth 
Counties 

District  2.  Mrs.  Alan  L.  Hays,  Odessa, 
Council  Woman 

Andrew s-E ctor-Midland,  Dawson-Lyn n-Terry- 
Gaines-Yoakum,  Howard-Martin-GIasscock,  and 
Nolan-  Fisher-  Mitchell-  Scurry-  Borden-  Kent-  Stone- 
wall Counties 

District  3.  Mrs.  Lynn  E.  Hollis,  Borger, 
Council  Woman 

Armstrong-Donley-Childress-C  o 1 1 i n gs  wo  r t h-Hall- 
Wheeler,  Dallam-H  a r 1 1 e y-S  h e r m a n-Moore,  Deaf 
Smith-Parmer-Castro-Oldham-S wisher,  Gray-Hans- 
ford-Hemphill-Lipscomb-Roberts-Ochiltree-Hutchin- 
son-Carson,  Hale-Floyd-Briscoe,  Hardeman-Cot- 
tle-Foard-Motley-Dickens-King,  Lamb-Bailey-Hock- 
ley-Cochran,  Lubbock-Crosby-Garza,  and  Potter- 
Randall  Counties 

District  4.  Mrs.  Paul  M.  Wheelis,  Brown- 
wood,  Council  Woman 

Brown-Comanche-Mills-San  Saba,  Coleman,  Crane- 
Upton-Reagan,  Kimble-Mason-Menard-McCulloch, 
Runnels,  and  Tom  Green-Coke-Crockett-Concho- 
Irion-Sterling-Sutton-Schleicher  Counties 

12  Noon-2  p.m.  Luncheon  Honoring 

County  Presidents 
Colonnade  I 
Commodox’e  Perry  Hotel 
(Everyone  invited) 

Mrs.  Russell  L.  Deter,  El  Paso, 

President,  presiding 

Invocation  Mrs.  L.  Bonham  Jones, 

San  Antonio 

Special  Introductions 
Recognition  of  County  Presidents 
Recogrdtion  of  Lay  Group  Representatives 
Address  President,  Woman’s  Auxiliaiw 
to  the  American  Medical  Association 
Mrs.  Richard  A.  Sutter,  St.  Louis,  Mo. 
Presentation  of  County  Auxiliary  Awards 
Mrs.  Van  Doren  Goodall,  Clifton 
Chainnan,  Awards  Committee 

3 p.m. -5:39  p.m.  Garden  Party  and  Tour 

Garden  Center 
Zilker  Park 

Tour  of  historical  points  in  Austin  by 
special  buses  (leaving  from  Hotel  and 
ending  at  Garden  Center)  is  optional. 
Tickets,  $1.25 
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Chartered  buses  to  and  from  Garden  Cen- 
ter provided  courtesy  of  Charles  0.  Fin- 
ley & Company. 

SATURDAY,  APRIL  16 

7 :30  a.m.  *TEXPAC  Breakfast 

Capitol  Ballroom 
Stephen  F.  Austin  Hotel 
(Everyone  invited) 

Registration  and  Information 

Third  Floor 
Commodore  Peny  Hotel 

Hospitality  Room  Open 

Viceroy  Room 
Commodore  Perry  Hotel 

Second  Business  Meeting 
Colonnade  III 
Commodore  Perry  Hotel 

Mrs.  Russell  L.  Deter,  El  Paso, 
President,  presiding 

Invocation  Mrs.  L.  Bonham  Jones, 

San  Antonio 

Greetings  from  President  of  Texas  Medi- 
cal Association 

David  Wade,  M.D.,  Austin 

Introduction  of  Past  Presidents 

Mrs.  Edward  W.  Coyle,  San  Antonio 
Reports  of  Committee  Chairmen  and  Of- 
ficers 

Recommendations  from  Executive  Board 
Election  of  Officers 
Other  Business 

12  Noon-2 :30  p.m.  Installation  Luncheon 

and  Style  Show 
Colonnades  I,  II,  and  III 
Commodore  Perry  Hotel 

Style  show  staged  by  Craig’s, 
Casis  Village,  Austin 
(Everyone  invited) 

Mrs.  Russell  L.  Deter,  El  Paso, 
President,  presiding 

Invocation  Mrs.  L.  Bonham  Jones, 

San  Antonio 

President’s  Annual  Report 

Mrs.  Russell  L.  Deter,  El  Paso,  President 
Courtesy  Resolutions 

Mrs.  J.  Collier  Rucker,  Jacksonville 
Installation  of  Officers 

Mrs.  Ramsay  H.  Moore,  Dallas 
Presentation  of  Gavel  and  President’s  Pin 
Mrs.  Russell  L.  Deter,  El  Paso 
Acceptance  of  Gavel  and  President’s  Pin 

Mrs.  James  A.  Hallmark,  Fort  Worth 
Presentation  of  Past  President’s  Pin 

Mrs.  George  Turner,  El  Paso 

Style  Show 

Adjournment  of  1965-1966  Session 

3:15  p.m. -4:30  p.m.  Post-Convention 

Executive  Board  Meeting 
Flag  Room 
Commodore  Perry  Deck  Club 
(Incoming  board  members  expected  to  attend) 


Mrs.  James  A.  Hallmark,  Fort  Worth, 

President,  presiding 
Invocation  Mrs.  Roy  F.  Kemper,  Coleman 
Introduction  of  TMA  Advisors  to  the 
Woman’s  Auxiliary:  Robert  D.  Moreton, 
M.D.,  Houston,  Chainnan;  Gray  E.  Car- 
penter, M.D.,  El  Paso;  (Appointment  by 
President-Elect) 

Introduction  of  President-Elect 

Mrs.  E.  W.  Coyle,  San  Antonio 
Response  of  President-Elect 
Introduction  of  Officers,  Past  Presidents, 
County  Presidents  and  County  Presi- 
dents-Elect,  Council  Women  and  Council 
Women-Elect 

Introduction  of  Committee  Chainnen 
Business; 

Adoption  of  Budget 

Selection  of  Delegates  to  Annual  Meeting 
of  Woman’s  Auxiliary  to  the  AMA 
Election  of  Nominating  Committee 
Adjournment 

8:30  p.m.  *Association  Dance 

Coronado  Ballroom 
Terrace  Motor  Hotel 
{Cocktail  dresses) 
Music  by  Henry  King  and  his  Orchestra 
(Everyone  invited) 

SUNDAY,  APRIL  17 

11:15  a.m. -11:45  a.m.  Memorial  Service  Program 

Colonnade  I 
Commodore  Perry  Hotel 
Truman  N.  Morris,  M.D., 
Austin,  Chairman 
Mrs.  Charles  D.  Bussey, 
Dallas,  Cochairman 
Organ  Prelude:  Elegy — Thalben-Ball. 

Jack  B.  Lee,  M.D.,  San  Antonio 

Invocation 

Mrs.  Allan  H.  Neighbors,  Jr.,  Austin 
Memorial  Address  for  Deceased 
Members  of  Woman’s  Auxiliary 

Mrs.  Charles  D.  Bussey,  Dallas 
Memorial  Address  for  Deceased  Physicians 
R.  Maurice  Hood,  M.D.,  Austin 
Solo:  The  Twenty-Third  Psalm — Malotte 
Mrs.  L.  Bonham  Jones,  San  Antonio 
Benediction 

R.  Vincent  Murray,  Jr.,  M.D.,  Austin 
Organ  Postlude:  Voluntary  in  B Flat — 
Honig  Dr.  Lee 

12  Noon  ^Association  Luncheon 

Colonnades  II  and  III 
Commodore  Pei’ry  Hotel 
(Everyone  invited) 

RELATED  ACTIVITIES 

For  your  enjoyment  and  pleasure,  the  Red  Carpet 
will  be  ready  for  you  when  you  arrive  at  our  Auxil- 
iary Headquarters,  the  Commodore  Perry  Hotel. 

Hospitality  Room:  The  Viceroy  Room,  located  on 
the  third  floor  near  the  meeting  areas,  vdll  be  open 

•Tickets  will  be  available  in  advance  at  Auxiliary  and  TM.'V 
Registration  Desks. 


8 a.m. -12:30  p.m. 


8 a.m. -4  p.m. 


8:30  a.m.-ll:30  a.m. 
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for  your  convenience  and  relaxation  as  a courtesy 
of  Great  American  Reserve  Insurance  Company.  Re- 
freshments and  true  Southern  hospitality  will  be 
waiting  for  you! 

House  of  Delegates  Report:  Mrs.  Russell  L.  Deter 
will  report  on  the  activities  of  the  Auxiliary  on 
Thursday,  April  14,  at  2 p.m.,  Capitol  Ball  Room, 
Stephen  F.  Austin  Hotel. 

Luncheon  Honoring  County  Presidents:  Everyone  is 
cordially  invited  to  attend  this  luncheon  on  Friday, 
April  15,  in  Colonnade  I of  the  Commodore  Perry, 
to  hear  our  National  President’s  address,  meet  our 
special  guests  from  related  organizations,  and  pay 
tribute  to  your  own  County  President.  The  “Concert 
in  the  Park”  motif  will  make  this  event  “ring”  with 
excitement  as  County  Awards  are  announced ! 

“Tea  and  Tour”  at  Austin’s  New  Garden  Center: 
A Tea,  honoring  Mrs.  Russell  L.  Deter,  will  be  given 
at  Austin’s  new  and  spectacular  Garden  Center  in 
Zilker  Pai’k  on  Friday,  April  15.  Courtesy  buses  to 
and  from  the  Garden  Center  will  be  furnished  by 
Charles  O.  Finley  and  Company. 

Special  torn-  buses  will  leave  the  hotel  at  3 p.m.,  and 
historic  landmarks  will  be  shown  by  members  of  the 
Heritage  Society  enroute  to  the  Garden  Center. 
Tickets  for  the  Tour  are  $1.25  and  may  be  pur- 
chased in  advance  at  the  Auxiliary  Registration 
Desks. 

TEXPAC  Breakfast:  An  outstanding  guest  speaker 
will  be  presented  by  TEXPAC  at  the  Saturday 
breakfast,  7:30  a.m.,  Capitol  Ball  Room,  Stephen  F. 
Austin  Hotel. 

Texas  Medical  Association  Dance:  Dance  to  the 
music  of  Hem-y  King  and  His  Orchestra  on  Satur- 
day, 8:30  p.m.,  Coronado  Ballroom,  Terrace  Motor 
Hotel.  (Cocktail  dresses.)  Bring  your  friends  for  a 
gala  evening  of  fun! 

TMA-Sponsored  Sunday  Luncheon:  Sunday  Noon, 
Colonnades  II  and  III,  Commodore  Perry  Hotel. 
Join  your  husband  for  an  inspirational  program. 
Fraternity  and  Alumni  Parties  will  be  held  on  Sat- 
urday preceding  the  TMA  Dance. 

Memorial  Service  will  be  held  on  Sunday  morning 
at  11:15  a.m..  Colonnade  I,  Commodore  PeiTy  Hotel. 
General  Information  concerning  special  events,  Aus- 
tin points  of  interest,  shopping  information,  and 
baby  sitters  may  be  obtained  from  the  Auxiliary 
Information  Desk,  Third  Floor,  Commodore  Perry 
Hotel. 

Tickets  to  TMA  and  TEXPAC  events  may  be  pur- 
chased at  Auxiliary  and  Texas  Medical  Association 
Registration  Areas. 


LOCAL  CONVENTION  COMMITTEE 
CHAIRMEN 


General  Chair-man 
Cochairman 
Chairmen  of  the  Day: 
Thursday 
Friday 
Saturday 
Sunday 

General  Chair-men: 
Business  Meetings 
Registration 

Tickets 

Finances 


Mrs.  Robert  G.  Farn-is 
Mrs.  B.  J.  Smith 

Mrs.  Eugene  P.  Schoch,  Jr. 
Mrs.  V.  C.  Smart,  Jr. 
Mrs.  Hardy  Thompson,  Jr. 
Mrs.  William  McLean 

Mrs.  Garland  G.  Zedler 
Mrs.  John  R.  Rainey; 
Mrs.  B.  Clai-y  Bates 
Mrs.  S.  N.  Key,  Jr. 
Mrs.  Donald  E.  Pohl 


Decorations  Coordinators 

Mrs.  Seldon  0.  Baggett;  Mrs  Albert  F.  Vickers 
Entertainment  Coordinators 

Mrs.  Walter  Reifslager;  Mrs.  S.  H.  Dryden 
Information  Mrs.  James  Coleman 

Hospitality  Mrs.  John  P.  Schneider; 

Mrs.  R.  A.  Cooper 
Courtesy  Mrs.  R.  0.  Swearingen; 

Mrs.  R.  N.  Snider 
Favors  and  Door  Prizes  Mrs.  Thomas  G.  Price 
Pages  Mrs.  Thomas  H.  Barnett 

Publicity  Mrs.  Frank  Gregg 

Mrs.  Maurice  D.  Cohn 

Special  Activities : 

Council  Woman’s  Breakfast  Mrs.  P.  Clift  Price; 

Mrs.  Walter  S.  Moore 


Executive  Board  Luncheon 

Mrs.  Robert  B.  Morrison; 
Mrs.  Harold  Harle 
Luncheon  Honoring  County  Presidents 

Mrs.  Douglas  W.  Terry;  Mrs.  Walter  Sjoberg 
Installation  Luncheon  and  Style  Show 

Mrs.  F.  Murphy  Nelson; 
Mrs.  Benjamin  F.  Simms 
Post-Convention  Executive  Board  Meeting 

Mrs.  R.  Vincent  Mui-ray,  Jr. 
Past  Presidents  Dinner  Mrs.  Garland  G.  Zedler 
Memorial  Service  Mrs.  Truman  Morris 

Garden  Party  and  Tour 

Tea  Mrs.  Milner  Thorne 

Art  Show  Mrs.  Thomas  R.  McElhenney 

Tour  Mrs.  William  L.  DeGinder 

Garden  Center  Arrangements 

Mrs.  Sidney  W.  Bohls 


Officers  and  Commiftees 


Past  Presidents 
Honorary  Life  Presidents 

Mrs.  E.  H.  Cary,  Dallas 
*Mrs.  S.  C.  Red,  Houston 
*Mrs.  M.  L.  Graves,  Houston 
♦Mrs.  W.  A.  Wood,  Waco 
♦Mrs.  John  O.  McReynolds,  Dallas 
Mrs.  S.  A.  CoUom,  Texarkana 
♦Mrs.  E.  V.  DePew,  San  Antonio 
♦Deceased. 


♦Mrs.  H.  B.  Trigg,  Fort  Worth 
♦Mrs.  Joe  Gilbert,  Austin 
♦Mrs.  H.  C.  Haden,  Houston 
Mrs.  O.  M.  Marchman,  Dallas 
♦Mrs.  H.  R.  Dudgeon,  Waco 
Mrs.  G.  V.  Brindley,  Temple 
Mrs.  Frank  N.  Haggard,  San  Antonio 
♦Mrs.  Preston  Hunt,  Texarkana 
♦Mrs.  S.  D.  Whitten,  Greenville 
♦Mrs.  John  T.  Moore,  Houston 
♦Mrs.  R.  B.  Homan,  El  Paso 
Mrs.  W.  R.  Thompson,  Fort  Worth 
Mrs.  F.  F.  Kirby,  Waco 
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♦Mrs.  S.  H.  Watson,  Waxahachie 
Mrs.  Scott  C.  Applewhite,  San  Antonio 
Mrs.  William  Hibbitts,  Texarkana 
Mrs.  S.  F.  Harrington,  Dallas 
Mrs.  P.  R.  Denman,  Houston 
Mrs.  A.  B.  Pumphrey,  Fort  Worth 
♦Mrs.  Sam  E.  Thompson,  Kerrville 
♦Mrs.  Charles  B.  Alexander,  San  Antonio 
Mrs.  George  Turner,  El  Paso 
Mrs.  Edward  C.  Ferguson,  Beaumont 
Mrs.  S.  Minter  Hill,  Dallas 
Mrs.  Joseph  B.  Foster,  Houston 
♦Mrs.  William  M.  Gambrell,  Texas  City 
Mrs.  Oscar  W.  Robinson,  Paris 
Mrs.  Robert  Farris  Thompson,  El  Paso 
Mrs.  E.  W.  Coyle,  San  Antonio 
Mrs.  Mark  H.  Latimer,  Houston 
Mrs.  Joseph  H.  McCracken,  Jr.,  Dallas 
Mrs.  Richard  C.  Bellamy,  Liberty 
Mrs.  H.  S.  Renshaw,  Fort  Worth 
Mrs.  John  D.  Gleckler,  Denison 
Mrs.  Haskell  D.  Hatfield,  El  Paso 
Mrs.  Ramsay  H.  Moore,  Dallas 
Mrs.  Garland  G.  Zedler,  Austin 
Mrs.  R.  C.  L.  Robertson,  Houston 
Mrs.  Hamilton  Ford,  La  Marque 
Mrs.  W.  D.  Nicholson,  Lake  Jackson 


National  Honorary  Members 


Mrs.  Frank  N.  Haggard,  San  Antonio 
Mrs.  George  Turner,  El  Paso 


Honorary  Life  Members 


Mrs.  H.  Leslie  Moore,  Dallas 
May  Owen,  M.D.,  Fort  Worth 
Mrs.  James  C.  Terrell,  Stephenville 


Officers 


President  Mrs.  Russell  L.  Deter,  El  Paso 

President-Elect  Mrs.  James  A.  Hallmark,  Fort  Worth 

First  Vice-President  Mrs.  James  C.  Price,  Gonzales 

Western  Regional  Vice-President 

Mrs.  Roy  F.  Kemper,  Coleman 

Southern  Regional  Vice-President 

Mrs.  A.  O’Brien  McCary,  Freeport 
Eastern  Regional  Vice-President  Mrs.  John  C.  Koch,  Lufkin 
Northern  Regional  Vice-President 

Mrs.  William  B.  Allensworth,  Mineral  Wells 
Recording  Secretary  Mrs.  Edwin  Goodall,  Breckenridge 

Corresponding  Secretary  Mrs.  Delphin  von  Briesen,  El  Paso 

Treasurer  Mrs.  Frank  M.  Posey,  Jr.,  San  Antonio 

Publicity  Secretary  Mrs.  John  B.  Bourland,  Dallas 

Parliamentarian  Mrs.  R.  C.  L.  Robertson,  Houston 

Auxiliary  Staff  Secretary  Mrs.  Martha  D.  James,  Austin 


Council  Women 


District  1 
District  2 
District  3 
District  4 
District  5 
District  6 
District  7 
District  8 
District  9 
District  10 
District  11 
District  12 
District  13 
District  14 
District  15 


Mrs.  Donald  C.  Garrett,  Monahans 
Mrs.  Alan  L.  Hays,  Odessa 
Mrs.  Lynn  E.  Hollis,  Borger 
Mrs.  Paul  M.  Wheelis,  Brownwood 
Mrs.  Brad  Oxford,  San  Antonio 
Mrs.  Wesley  A.  Gustafson,  McAllen 
Mrs.  Philip  A.  Wales,  Lockhart 
Mrs.  M.  Lake  Fowler,  Jr.,  Galveston 
Mrs.  J.  Charles  Dickson,  Houston 
Mrs.  C.  R.  Haley,  San  Augustine 
Mrs.  Herbert  B.  Daniels,  Jr.,  Tyler 
Mrs.  Clarence  S.  Kemp,  Bryan 
Mrs,  O.  E.  Harper,  Abilene 
Mrs.  Courtney  M.  Townsend,  Paris 
Mrs.  David  H.  Glenn,  Marshall 


Standing  Committees 

Advisory.- — Mrs.  W.  D.  Nicholson,  Lake  Jackson,  Chairman; 
Mrs.  Hamilton  Ford.  La  Marque;  Mi*s.  R.  C.  L.  Robertson, 
Houston : Mrs.  Garland  G.  Zedler,  Austin  ; Mrs.  Ramsay  H. 
Moore,  Dallas 

Awards. — Mrs.  Van  Doren  Goodall,  Clifton,  Chairman ; Mrs. 
Howard  R.  Dudgeon,  Jr.,  Waco;  Mrs.  Seth  L.  Witcher, 
Clifton 

Civil  Defense  (Disaster  Preparedness). — Mrs.  Robert  L.  Carr, 
Lubbock.  Chairman ; Mrs.  J.  Hooper  Stiles,  Lubbock,  Co- 
chairman  ; Mrs.  Donald  Pohl.  Austin,  Southern  Region  ; Mrs. 
Van  G.  Kaden,  Greenville,  Northern  Region ; Mrs.  Charles 
W.  Castle,  Liberty,  Eastern  Region 

Convention. — Mrs.  Robert  G.  Farris,  Austin,  Chairman ; Mrs. 
B.  J.  Smith,  Austin,  Cochairman 

Courtesy  Resolutions. — Mrs.  J.  Collier  Rucker,  Jacksonville, 
Chairman 

Finance. — Mrs.  Garland  G.  Zedler,  Austin,  Chairman;  Mrs. 
Frank  M.  Posey,  Jr..  San  Antonio;  Mrs.  Ralph  C.  Patrick, 
Houston  ; Mrs.  W.  D.  Nicholson,  Lake  Jackson ; Mrs.  Wil- 
liam M.  Center,  San  Antonio 

Historical. — Mrs.  Haskell  D.  Hatfield,  El  Paso,  Chairman 

Legislation. — Mrs.  S.  R.  Lewis,  Galveston,  Chaii*man ; Mrs. 
Paul  Cunningham,  Galveston,  Cochainnan ; Mrs.  Louis  W. 
Breck,  El  Paso.  Western  Region  ; Mrs.  James  E.  B.  Berry, 
Sherman,  Northern  Region;  Mi*s.  A.  Wilson  Harrison.  Beau- 
mont, Eastern  Region 

Memorial  Service. — Mi*s.  Charles  D.  Bussey,  Dallas,  Chairman 

Mental  Health. — Mrs.  James  H.  Ki’eimeyer,  Rusk,  Chairman ; 
Mrs.  George  Hilliard,  Jacksonville,  Religion;  Mrs.  David 
Wade,  Austin,  Rehabilitation ; Mi*s.  Frank  Lee,  Wichita 
Falls,  Education ; Mrs.  Joe  Donaldson,  Pampa,  Legislation 

News  Letter. — Mrs.  B.  J.  Smith.  Austin,  Editor;  Mrs.  Robert  G. 
Farris,  Austin,  Co-Editor;  Mrs.  John  Bourland,  Dallas,  Pub- 
licity Secretary 

Nominating. — Mrs.  W.  D.  Nicholson.  Lake  Jackson.  Chairman; 
Mrs.  Edward  W.  Coyle.  San  Antonio,  Mrs.  Ramsay  H. 
Moore,  Dallas.  Mrs.  V.  M.  Longmire,  Temple;  Mrs.  Mac- 
Field  McDaniel,  Pampa ; Mrs.  C.  W.  Castle,  Liberty ; Mrs. 
W.  D.  Thames,  Lufkin 

Organization  and  Membership. — Mrs.  James  C.  Price,  Gonzales, 
Chairman  ; Mrs.  Roy  F.  Kemper.  Coleman  ; Mrs.  William  B. 
Allensworth,  Mineral  Wells ; Mrs.  A.  O’Brien  McCary,  Free- 
port, Mrs.  John  C.  Koch,  Lufkin 

Philanthropic  Funds: 

AMA-ERF. — Mrs.  Joe  Scott  Lancaster.  Austin,  Chairman ; 
Mrs.  Barth  Milligan.  Jr.,  Austin.  Cochairman;  Mrs.  T. 
J.  Archer,  Austin;  Mrs.  Hardy  E.  Thompson,  Jr.,  Aus- 
tin : Ml'S.  Richard  J.  Alexander,  Austin ; Mrs.  James  F. 
Eades,  Austin  ; Mrs.  W.  O.  White,  Austin  ; Mrs.  Carl  D. 
Barker,  Paris,  Northern  Region ; Mi*s.  A.  O.  Severance, 
San  Antonio,  Southern  Region ; Mi*s.  John  H.  Andrews, 
Baytown.  Eastern  Region  ; Mrs.  George  Hoffman,  Fort 
Stockton,  Western  Region 

Library  Fund. — ^Mrs.  Albert  F.  Vickers,  Austin,  Chairman; 

Mrs.  Sam  N.  Key,  Jr..  Austin.  Cochairman 
Memorial  Fund.^ — ^Mrs.  P.  C.  Talkington.  Dallas,  Chairman ; 

Mrs.  Joe  B.  Gordon,  Dallas,  Cochairman 
Student  Loan  Fund. — Mrs.  Lynn  L.  Bourdon,  Houston, 
Chairman ; Mrs.  William  M.  Sherrill,  Houston,  Cochair- 
man; Mrs.  Robert  Sparkman,  Dallas;  Mi*s.  M.  L.  Tow- 
ler,  Galveston  ; Mrs.  Brad  Oxford,  San  Antonio 

Program-Workbook. — Mi’s.  Newton  F.  Walker,  El  Paso.  Chair- 
man : Mrs.  Gray  Cai'penter.  El  Paso,  Cochairman ; Mrs. 
Charles  Rennick,  El  Paso;  Mi*s.  Vincent  Ravel.  El  Paso 

Public  Relations  (Community  Service). — ^Mrs.  Paul  Klinger,  San 
Antonio,  Chairman  ; Mrs.  Arthur  F.  Reimers.  Beaumont. 
Eastern  Region  : Mrs.  John  M.  Etheridge,  Corpus  Christi, 
Southern  Region;  Mrs.  MacField  McDaniel,  Pampa.  Western 
Region  ; Mi*s.  Edmund  L.  Haag.  Jr..  Abilene,  Northern 
Region 

Recruitment. — Mrs.  Richard  B.  Johns.  Abilene,  Chairman  : Mrs. 
J.  R.  Shipp,  Waco,  Northern  Region  ; Mrs.  J.  D.  Donaldson, 
Jr.,  Lubbock,  Western  Region  ; Mi*s.  Weldon  G.  Kolb.  La 
Marque.  Southern  Region  : Mrs.  Charles  R.  Tanner,  Beau- 
mont, Eastern  Region.  TAFN  Convention  Chairman : Mrs. 
Ralph  B.  Payne,  Amarillo 
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Reference. — Mrs.  V.  M.  Longmire,  Temple,  Chairman ; Mrs. 
Robert  E.  Leslie,  El  Campo;  Mrs.  John  H.  Wootters, 
Crockett 

Research  and  Romance  of  Medicine. — Mrs.  O.  W.  Robinson, 
Paris,  Chairman 

Revisions.- — Mrs.  Sidney  Bohls,  Austin,  Chairman  ; Mrs.  Ramsay 
H.  Moore,  Dallas ; Mrs.  Hal  V.  Norgaard,  Denton 

Safety. — Mrs.  William  J.  Powell,  Dallas,  Chairman ; Mrs.  Ben 
Merrick,  Dallas,  Cochairman ; Mrs.  Willis  Youens,  Weimer, 
Southern  Region ; Mrs.  L.  R.  Ansley,  Lubbock,  Western 
Region 

School  of  Instruction. — Mrs.  V.  C.  Smart,  Jr.,  Austin,  Chair- 
man : Mrs.  Robert  B.  Morrison,  Austin,  Cochairman ; Mrs. 
Robert  G.  Farris,  Austin,  Local  Arrangements  Chairman 


Special  Committees 


AAPS  Essay  Contest. — Mrs.  Herbert  C.  Allen,  Jr.,  Houston, 
Chairman ; Mrs.  George  G.  Alexander,  Pasadena 

Chaplain. — Mrs.  L.  Bonham  Jones.  San  Antonio 

Doctors’  Day. — Mrs.  William  C.  Byrd.  Kerrville 

International  Health  Activities. — Mrs.  Elmer  Heimbigner,  Lake 
Jackson,  Chairman  ; Mrs.  Jerry  D.  Mays,  Lake  Jackson,  Co- 
chairman  ; Mrs.  Shelby  King,  Fabens ; Mrs.  F.  F.  Rogers, 
Corpus  Christ! 

Medicine  and  Religion. — Mrs.  Taylor  T.  Pickett,  Garland,  Chair- 
man ; Mrs.  J.  S.  Krakusin,  Dallas,  Northern  Region ; Mrs. 
Clement  C.  Boehler,  El  Paso,  Western  Region ; Mrs.  W.  D. 
Thames,  Lufkin,  Eastern  Region ; Mrs.  Howard  Bell,  Beau- 
mont, Southern  Region 

Physicians  Benevolent  Fund. — Mrs.  William  M.  Palm,  Houston, 
Representative;  Mrs.  H.  H.  Trippet,  Waco,  Alternate 

Rural  Health. — Mrs.  Herbert  G.  Liberty,  Seguin,  Chairman ; 
Mrs.  Joe  C.  Jones,  Tyler,  Eastern  Region;  Mrs.  Sam  Nixon, 
Floresville,  Southern  Region ; Mrs.  Joseph  A.  Massa,  Sey- 
mour, Northern  Region ; Mrs.  John  Chinn,  Colorado  City, 
Western  Region 

Science  Fair. — Mrs.  Ralph  G.  Greenlee.  Midland,  Chairman ; 
Mrs.  Robert  E.  Johnston,  Midland,  Cochairman  ; Mrs.  Charles 
Gillespie,  Temple ; Mrs.  Max  Johnson,  San  Antonio 

Senior  Citizens. — Mrs.  Philip  T.  Weisbach,  Beaumont,  Chair- 
man ; Mrs.  P.  C.  Caldwell,  Beaumont,  Cochairman ; Mrs. 
Andrew  G.  Goesl,  Texarkana 

Special  Advisor  to  the  President. — Mrs.  George  Turner,  El  Paso 

TMA  Advisory  Committee. — Gray  E.  Carpenter,  M.D.,  El  Paso, 
Chairman;  A.  O.  McCary,  M.D.,  Freeport;  Robert  D. 
Moreton.  M.D.,  Houston 


County  Presidents 

DISTRICT  1 

El  Paso  Mrs.  Gray  E.  Carpenter,  El  Paso 

Pecos-Jeff  Davis-Presidio-Brewster  (Big  Bend) 

Mrs.  John  Pate,  Alpine 

Reeves-Ward-Winkler-Loving-Culberson-Hudspeth 

Mrs.  E.  W.  Schmidt,  Pecos 


DISTRICT  2 

Andrews-Ector-Midland  Mrs.  George  F.  Peer,  Odessa 

Dawson-Lynn-Terry-Gaines-Yoakum  (Five  Counties) 

Mrs.  Morris  Knox,  Brownfield 
Howard-Martin-Glasscock  (Permian  Basin) 

Mrs.  Roscoe  B.  G.  Cowper,  Big  Spring 
Nolan-Fisher-Mitchell-Scurry-Borden-Kent-Stonewall 
(Colorado  Basin) 

DISTRICT  3 

Armstrong-Donley-Childress-Collingsworth-Hall- Wheeler 
(Greenbelt) 

Dallam-Hartley-Sherman-Moore 

Deaf  Smith-Parmer-Castro-Oldham-Swisher  (Tierra  Blanca) 

Mrs.  John  L.  Humphrey,  Friona 


Gray-Hansford-Hemphill-Lipscorab-Roberts-Ochiltree- 
Hutchinson-Carson  (Top  O’Texas) 

Mrs.  Paul  Powell,  Borger 

Hale-Floyd-Briscoe 

Hardeman-Cottle-Foard-Motley-Dickens-King 

Lamb-Bailey-Hockley-Cochran 

Lubbock-Crosby-Garza  Mrs.  Glenn  Jones,  Lubbock 

Potter-Randall  Mrs.  C.  Patrick  Oles,  Amarillo 


DISTRICT  4 

Brown-Comanche-Mills-San  Saba 

Mrs.  Seale  F.  Cutbirth,  Brownwood 
Coleman  Mrs.  R.  R.  Lovelady,  Coleman 

Crane-Upton-Reagan 

Kimble-Mason-Menard-McCulloch  Mrs.  G.  H.  Ricks,  Brady 

Runnels 

Tom  Green-Coke-Crockett-Concho-Irion-Sterling-Sutton- 
Schleicher  (Tom  Green-Eight) 

Mrs.  Gus  Eckhardt,  San  Angelo 


DISTRICT  5 


Atascosa 

Bexar 

Comal 

Gonzales 

Guadalupe 

Karnes-Wilson 


Mrs.  William  M.  Center,  San  Antonio 


Mrs. 


Kerr-Kendall-Gillespie-Bandera 


Mrs.  David  M.  Shelby,  Gonzales 
Mrs.  Robert  S.  Ray,  Seguin 
F.  Spencer  Stubbs,  Karnes  City 

Mrs,  William  C.  Byrd,  Kerrville 


LaSalle-Frio-Dimmit 

Medina-Uvalde-Maverick-Val  Verde-Edwards-Real-Kinney- 
Terrell-Zavala  (Nine  Counties) 


DISTRICT  6 

Bee-Live  Oak-McMullen 

Brooks-Duval-Jim  Wells 

Cameron-Willacy 

Hidalgo-Starr 

Kleberg-Kenedy 

Nueces 


Mrs.  Charles  L.  Paschall,  Harlingen 
Mrs.  Carl  Love,  McAllen 
Mrs,  B.  H.  Walling,  Kingsville 
Mrs.  J.  Gordon  Bryson,  Corpus  Christi 


San  Patricio-Aransas-Refugio 
Webb-Zapata-Jim  Hogg 

DISTRICT  7 

Bastrop-Lee 

Caldwell 

Hays-Blanco 

Lampasas-Burnet-LIano 

Travis 

Williamson 


Mrs.  M.  E.  Malakoff,  Laredo 

Mrs.  R.  W.  Loveless,  Bastrop 
Mrs.  Charles  Bell,  Kyle 
Mrs.  Robert  G.  Farris,  Austin 


DISTRICT  8 

Brazoria 
Colorado-Fayette 
DeW  itt-Lavaca 
Galveston 

Victoria-Calhoun-Goliad 


Mrs.  Warren  Sears,  Lake  Jackson 
Mrs.  Henry  C.  Paine,  La  Grange 
Mrs.  O.  E.  Hall,  Cuero 
Mrs.  Joseph  Lionti,  Texas  City 
Mrs.  York  Lancaster,  Port  Lavaca 


Wharton-Jackson-Matagorda-Fort  Bend 

Mrs.  Will  E.  Scott,  Rosenberg 


DISTRICT  9 
Austin-Grimes-Waller 
Harris 

East  Harris  Chapter 
Montgomery 
Polk-San  Jacinto 
W alker-Madison-Tri  nity  (Tri-County ) 


Mrs.  Jack  D.  Gerdes,  Houston 
Mrs.  W.  O.  FMnch,  Baytown 


Washington-Burleson 


Mrs.  George  A.  Owen,  Brenham 


DISTRICT  10 

Angelina 
Hardin-Tyler 
Jasper-Newton 
Jefferson : 

Beaumont  Chapter 
Port  Arthur  Chapter 
Liberty-Chambers 
Nacogdoches 
Orange 


Mrs.  Royce  Read,  Lufkin 

Mrs.  W.  D.  Bailey,  Jasper 

Mrs.  George  Crawford,  Beaumont 
Mrs.  O.  L.  Echols,  Port  Neches 
Mrs.  John  Pegues,  Liberty 
Mrs.  Tom  Williamson,  Nacogdoches 
Mrs.  E.  Bennett,  Orange 


Shelby-San  Augustine-Sabine 


DISTRICT  11 

Anders  on-Leon 

Cherokee 

Freestone 

Henderson 

Houston 

Rusk-Panola 

Smith 

Wood 


Mrs.  Robert  G.  Cox,  Palestine 
Mrs.  Joe  D.  Crawford,  Jacksonville 


Mrs.  Porter  M.  Bailes,  Tyler 
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DISTRICT  12 
Bell 

Bo&que-Hamilton 
B razos-Robertson 
Coryell 

Brath-Hood-Somervel  1 

Falls 

Hill 

Johnson 

Limestone 

McLennan 

Milam 

Navarro 


Mrs.  Robert  J.  Carabasi,  Temple 
Mrs.  Don  McCord.  Hamilton 
Mrs.  William  B.  Roman,  Jr.,  Bryan 

(Tri-County) 

Mrs.  Robert  D.  English,  Glen  Rose 
Mi*s.  Howard  O.  Smith,  Marlin 
Mrs.  Norman  L.  West,  Hillsboro 
Mrs.  John  S.  Rice,  Jr.,  Cleburne 

Mrs.  Clayton  Traylor,  Waco 

Mrs.  John  Griffin,  Corsicana 


DISTRICT  13 


DISTRICT  14 
Collin 
Cooke 
Dallas 
Denton 
Ellis 
Fannin 
Grayson 
(North) 

(South) 

Hopkins-Franklin 

Hunt-Rockwall-Rains 

Kaufman 

Lamar-Delta 

VanZandt 


Mrs.  L.  Boring,  McKinney 
Mrs.  William  F.  Powell,  Gainesville 
Mrs.  Marvin  P.  Knight,  Dallas 
Mrs.  W.  M.  Williams,  Denton 
Mrs.  R.  N.  McLean,  Waxahachie 


Mrs.  Reed  Jones,  Jr.,  Denison 
Mrs.  Wendell  R.  Sylvester,  Sherman 
Mrs.  Joseph  Longino,  Sulphur  Springs 
Mrs.  Frank  Little,  Greenville 

Mrs.  C.  D.  McMillan,  Paris 


Baylor-Knox-Haskell 
Clay-Montague-W  ise 

Eastland-Callahan-Stephens-Shackelford-Throckmorton 

Mrs.  Luther  R.  Gohlke, 
Palo  Pinto-Parker-Young-Jack-Archer 


Ranger 


Tarrant 
Taylor- Jones 
Wichita 
Wilbarger 


Mrs.  C.  P.  Lipscomb,  Fort  Worth 
Mrs.  Dale  Johnson,  Abilene 
Mrs.  Owen  Berg,  Wichita  Falls 
Mrs.  William  C.  Coleman,  Vernon 


DISTRICT  15 
Bowie 

Camp-Morris-Titus 

Cass-Marion 

Gregg 

Harrison 

Red  River 

Upshur 


Mrs.  Lloyd  Gary,  Texarkana 
Mrs.  Russell  L.  Martin,  Mt.  Pleasant 
Mrs.  Roy  Bucy,  Linden 
Mrs.  Landon  A.  Colquitt,  Longview 
Mrs.  Ray  H.  Carter,  Marshall 
Mrs.  James  L.  Wright,  Clarksville 
Mrs.  T.  J.  Ford,  Jr.,  Gilmer 
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CIRCULATES  A01ER,  


TEXAS!  MEDICINE 


005TS  piTGx/IJ'q,'!  'sJontxTog 
■ s^as^XS  suasjQ  pjT3qi;Tox 
puBp^CapiAi  JO  iCqTsjaAxufi, 
‘Q  'M  ^■xsi'aS'B^  ‘Y  uqop 


STorbptt,  2futrljiitg0,  iHtmorial  hospital 

A«J»  ®0rb0tt  Clinir 


306  Coleman  Street  iJJaHitt  Sl^exas  Telephone:  WE  6-3561 

Post  Office  Box  60 


GENERAL  SURGERY 

Howard  O.  Smith.  M.D.,  F.A.C.S. 

A.  C.  Bennett,  M.D.,  F.A.C.S. 

D.  R.  Swetland,  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 

INTERNAL  MEDICINE 
.1.  B.  Barnett,  M.D.* 

W.  F.  McKinley,  Jr..  M.D. 

James  S.  Bussell,  M.D. 


EYE.  EAR.  NOSE  AND  THROAT 
E.  P.  Hutchings,  M.D.,  F.A.C.S. 
S.  W.  Hughes,  M.D. 


ALLERGY 

Walter  S.  Smith,  M.D. 

OBSTETRICS  AND  PEDIATRICS 
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To  Be  0 Doctor:  Know  and  Fulfill 
Medical  School’s  Requirements 

Selecting  qualified  candidates  for  admis- 

sion  is  a problem  which  faces  the  faculty  of  every 
medical  school  in  this  country.  Certain  scholastic 
achievement  must  be  required,  certain  social  and 
personal  attributes  are  necessaiy,  and  yet  the 
matching  of  a specific  individual  to  a set  of  re- 
quirements is  extremely  difficult. 

The  study  of  medicine  is  a complex,  multidis- 
ciplinary one  which  covers  many  phases  of  human 
life.  There  are  approximately  20  different  specialty 
areas  available,  and  obviously  the  individual  who 
would  be  best  suited  to  family  practice  in  a small 
community  might  be  of  different  temperament  and 
productive  capacity  than  one  who  elects  to  practice 
medicine  in  a narrow  specialty  in  a large  commun- 
ity. Similarly,  a career  of  research  in  the  laboratory 
requires  traits  different  from  those  needed  for 
success  in  a career  of  government  medical  service. 
One  person  cannot  possibly  have  all  the  qualities 
desirable  in  all  types  of  medical  practice. 

The  admissions  committees  not  only  must  weigh 
these  factors  in  selecting  the  entering  students,  but 
must  also  consider  carefully  the  motivation  of  each 
applicant.  Some  undoubtedly  choose  medicine  as  a 
career  because  of  a “calling”  they  have  felt  from 
their  earliest  development.  Others  may  select  it  be- 
cause of  economic  or  social  attributes  to  which  they 
believe  a physician  may  have  access.  Still  others 
may  be  motivated  by  family  or  institutional  de- 
mands which  may  extend  over  a considerable  time. 

Statistics  also  require  attention.  There  are  now 
approximately  32,200  students  in  medical  schools  in 
this  country.  Of  these,  8,836  are  first-year  students. 
During  the  most  recent  application  period,  19,168 
persons  made  a total  of  84,531  separate  applica- 
tions for  these  positions.  This  is  an  average  of  4.4 
applications  each.  Thus,  the  sheer  weight  of  num- 
bers produces  an  additional  problem  for  the  ad- 
missions committees. 
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Perhaps  the  most  important  single  item 
is  the  applicant’s  desire  to  fulfill  the  admis- 
sion requirements  in  an  orderly,  sequential 
fashion  during  his  premedical  career. 
Scholastic  preparation  must  emphasize  the 
development  of  an  ability  to  read  and  com- 
prehend, and  to  express  facts  and  ideas  in 
clear  and  accurate  terms.  Therefore,  in  ad- 
dition to  the  thorough  preparation  in  the 
sciences  that  is  essential,  a firm  grounding 
in  intellectual  discipline — including  gram- 
mar, composition,  literature,  language,  his- 
tory or  government,  philosophy  or  ethics,  or 
behavioral  sciences — is  desirable.  Four  years 
of  college  work  leading  to  a baccalau- 
reate degree  is  recommended,  although  many 
schools  of  medicine  will  admit  an  outstand- 
ing individual  who  has  completed  a mini- 
mum of  90  semester  hours  with  three  years 
of  college  activity.  In  general,  the  medical 
schools  operated  by  the  University  of  Texas 
require  the  following  specific  courses : 

1.  English:  Two  years  of  college  work, 
normally  12  semester  hours. 

2.  Biology  or  zoology:  One  and  one-half 
years  of  college  work,  normally  12  semester 
hours  as  offered  for  science  majors.  This 
should  include  one  year  of  general  biology 
and  zoology,  with  adequate  laboratory  and 
vertebrate  dissection,  and  an  additional 
course  in  biological  sciences  selected  to  aug- 
ment and  reinforce  fundamental  concepts 
in  vertebrate  structure,  and  cellular  or  mo- 
lecular biology.  (A  course  in  comparative 
vertebrate  anatomy  was  previously  required 
in  this  category.) 

3.  Physics : One  year,  normally  8 semester 
hours  including  laboratoiy,  as  offered  for 
science  majors. 

4.  Chemistry:  Two  years,  normally  16 
semester  hours  including  laboratory.  This 
time  should  be  divided  equally  between  in- 
organic and  organic  chemistry,  and  should 
include  laboratory  time  to  familiarize  the 
student  with  gravimetric  and  volumetric 
techniques.  (A  course  in  quantitative  chemi- 
cal analysis  was  previously  required  in  this 
category. ) 

5.  Mathematics:  One  year,  normally  6 
semester  hours  with  no  more  than  one-half 
of  this  requirement  met  through  advanced 
standing.  This  should  include  mathematical 
concepts,  analysis,  and  calculus  if  possible. 

The  Medical  College  Admission  Test 
(MCAT)  is  required  of  all  applicants  for 
all  of  the  schools  of  medicine  in  the  United 
States.  This  is  an  important  source  of  quan- 


titative information  on  academic  aptitude 
and  achievement.  Intelligent  use  of  the  re- 
sults of  this  test  can  strengthen  the  ad- 
mission procedure,  but  over-reliance  on  this 
is  to  be  avoided.  Most  admissions  commit- 
tees use  the  MCAT  to  corroborate  their 
judgment  of  the  applicant’s  intellectual  abil- 
ity as  reflected  in  his  undergraduate  aca- 
demic record.  The  MCAT  permits  com- 
parison of  students  who  come  from  different 
colleges  having  different  academic  standards 
and  course  content. 

A personal  interview  is  required  by  many 
schools,  and  offers  additional  opportunity 
for  the  admissions  committee  to  evaluate  an 
applicant’s  qualifications.  This  interview  is 
supplemented  by  letters  of  recommendation 
from  premedical  advisers,  faculty  members, 
and  others  who  have  direct  knowledge  of  the 
student’s  ability  and  performance. 

The  final  result  is  the  formulation  of  a 
composite  summary  of  a person’s  career 
which  is  compared  with  similar  summaries. 
The  faculty  committee  charged  with  select- 
ing students  for  the  entering  class  must  then 
make  the  final  comparative  judgment  and 
choose  the  best-qualified  candidates. 

The  practicing  physician  can  and  must 
assist  in  this  process  by  informing  potential 
candidates  of  these  details,  and  by  suggest- 
ing consultation  with  medical  school  faculty 
members  early  in  their  premedical  careers. 

— F.  C.  Pannill,  Jr.,  Dean, 
South  Texas  Medical  School, 
San  Antonio. 

[A  pamphlet  on  premedical  education  soon  will 
be  ready  for  distribution  by  the  Texas  Medical 
Association.] 


Drags  and  Medicare 

1 SPENT  MORE  than  12  years  working  to 
defeat  the  subject  of  this  series  of  articles — 
the  Medicare  amendments  of  1965 — there- 
fore, I cannot  be  impartial.  My  years  as  the 
American  Medical  Association’s  general 
counsel  and  director  of  its  Division  of  Socio- 
Economic  Activities  convinced  me  that  com- 
pulsory medical  care  is  inherently  poorer 
than  that  possible  under  voluntary  programs. 
Right  or  wrong,  that  view  became  academic 
when  the  Medicare  bill  was  signed. 

At  that  time,  I was  completing  two  years 
with  the  Pharmaceutical  Manufacturers  As- 
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sociation.  PMA  had  long  shared  physicians’ 
doubts  about  the  Medicare  proposals,  both  as 
an  approach  to  the  nation’s  needs  and  be- 
cause of  the  restrictive  attitude  they  showed 
toward  drug  therapy. 

The  drug  industry,  in  its  last  formal  testi- 
mony on  the  Medicare  bill,  presented  ob- 
jections to  two  specific  provisions  of  the  bill 
that  we  felt,  if  enacted,  would  cause  serious 
problems  in  providing  drugs  under  the  pro- 
gram. As  this  is  being  written,  some  of  the 
difficulties  we  foresaw  are  taking  form. 

Perhaps  before  describing  these  problems 
it  will  be  more  orderly  to  outline  the  kinds 
of  drug  coverage  the  new  law  will  provide. 

Under  the  program,  “drugs  and  biologi- 
cals”  ordinarily  furnished  by  a hospital  for 
the  care  and  treatment  of  hospitalized  pa- 
tients will  be  paid  for.  Drugs  normally  fur- 
nished by  nursing  homes  will  also  be  cov- 
ered, but  they  are  excluded  in  the  post-hos- 
pital home  health  services  benefit.  Drugs  are 
not  mentioned  in  the  outpatient  diagnostic 
service  provisions. 

Federal  payment  is  provided  in  part  for 
physicians’  office  and  house  calls,  but  not  for 
drugs,  except  those  that  cannot  be  self-ad- 
ministered and  which  are  furnished  as  part 
of  a doctor’s  services ; this  may  include  serv- 
ices rendered  during  a house  call,  at  the  of- 
fice, or  at  a hospital  to  an  outpatient. 

Because  much  of  the  medical  expense  of 
the  elderly  is  accounted  for  by  drug  costs. 
Sen.  Jacob  Javits  (R-N.Y.)  and  others  tried 
to  add  prescription  drugs  to  the  voluntary 
program,  but  the  amendment  failed. 

At  least  one  bill  reviving  it  has  been  in- 
troduced in  the  present  Congress.  It  seems 
to  me,  frankly,  that  some  such  extension  is 
inevitable  and  rather  logical,  given  the  over- 
all approach  this  legislation  already  takes. 

An  entirely  new  Social  Security  Title  was 
created  with  passage  of  Medicare.  Title  XIX, 
in  financing  greatly  expanded  state  welfare 
programs  without  concomitant  increases  in 
the  states’  contributions,  may  have  as  far- 
reaching  an  impact  as  the  Medicare  provi- 
sions. Medical  assistance  under  Title  XIX 
includes,  among  other  things,  physicians’ 
services  and  prescribed  drugs  for  welfare 
patients.  The  individual  states  must  gain 
approval  for  their  detailed  plans  to  imple- 
ment Title  XIX,  in  accordance  with  guide- 
lines to  come  from  Washington. 

With  that  brief  recapitulation,  let  me  re- 
turn to  the  opinions  PMA  expressed  in  its 
testimony.  We  told  the  Senate  Finance  Com- 


mittee that  the  basic  drug  definition  in  the 
bill  was  inadequate.  It  provided  that  payment 
would  be  made  only  for  drugs  listed  in  the 
“Pharmacopeia  of  United  States,”  “Na- 
tional Formulary,”  “New  Drugs,”  “Accepted 
Dental  Remedies,”  and  that  delightful  collec- 
tion of  folk  remedies,  the  “Homeopathic 
Pharmacopeia.”  Any  drug  not  evaluated  fav- 
orably in  one  of  those  books  was  unqualified, 
unless  the  pharmacy  and  therapeutics  com- 
mittee of  each  concerned  hospital  approved  it. 

Our  problem  with  the  wording  was  three- 
fold : 

1.  The  compendia,  for  a variety  of  reasons, 
list  few  drug  mixtures.  Thus  it  would  become 
“Medicare  logic”  to  prescribe  two  USP  drugs 
separately,  but  not  in  combination,  even 
though  the  combination  would  provide  econo- 
my, simplicity,  and  less  chance  for  error. 
Since  combination  drugs  make  up  28  per- 
cent of  the  50  most-prescribed,  this  prob- 
lem is  substantial. 

2.  Long  periods  sometimes  elapse  between 
the  time  a new  drug  is  marketed  and  the 
time  it  appears  in  the  compendia.  Chlorothi- 
azide waited  three  years. 

3.  The  bill’s  reliance  on  pharmacy  and 
therapeutics  committees  to  take  up  the  slack 
was  illusory,  because  more  than  half  the  hos- 
pitals in  the  nation  have  none,  and  in  many 
that  do,  the  committee  rarely  meets. 

Our  final  substantive  objection  was  related 
to  the  meaning  of  the  phrase  “reasonable 
cost”  as  used  in  the  bill.  We  wanted  the  law 
to  spell  this  out,  perhaps  by  saying  that  drug 
costs  would  be  considered  reasonable  if  they 
reflected  costs  usually  or  normally  encoun- 
tered in  hospital  practice.  We  felt  that  with- 
out some  direction,  the  law’s  administrators 
could  pick  any  yardstick  that  struck  them  as 
being  useful,  in  determining  what  is  “rea- 
sonable.” 

The  fact  that  none  of  our  suggestions  was 
adopted  has  resulted  in  several  situations. 
One  of  them  is  somewhat  ludicrous:  In  the 
absence  of  approval  from  a pharmacy  and 
therapeutics  committee,  you  may  not  pre- 
scribe Panalba,  but  you  may  give  alfalfa. 
Aspirin,  phenacetin,  and  caffeine  with  co- 
deine is  not  allowed,  but  feel  free  to  prescribe 
black  widow  spider.  You  will  be  outside  the 
Medicare  drug  list  if  you  order  Dexamyl,  but 
you  might  try  giving  your  aged  patients 
some  bee  sting.  In  each  case,  the  first  drug 
cited  is  not  covered  in  the  compendia ; the  in- 
teresting alternatives  are.  They  are  home- 
opathic pi’eparations  that  may  be  found, 
along  with  many  other  marvels  of  that  art. 
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in  the  “Homeopathic  Pharmacopeia,  Supple- 
ment Seventh,  Revised,”  which  Medicare  rec- 
ognizes as  an  official  book  of  drug  standards. 

However,  the  pharmacy  and  therapeutics 
committee  may,  in  time,  become  the  practical 
route  to  full  drug  coverage  for  Medicare  pa- 
tients that  its  advocates  want  it  to  be.  The 
Joint  Committee  on  Accreditation  of  Hospi- 
tals has  ruled  that  “activity”  of  the  kind  a 
committee  on  pharmacy  and  therapeutics 
does  will  henceforth  be  required  for  accredi- 
tation. Also,  proposed  Medicare  regulations 
require  quarterly  committee  meetings  in  par- 
ticipating hospitals.  Further,  proposed  regu- 
lations allow  payment  for  a drug  “approved 
for  inclusion”  in  one  of  the  compendia,  even 
before  publication ; this  will  help  in  providing 
useful  new  drugs. 

Still,  I share  the  view  of  many  that  the 
pharmacy  and  therapeutics  committee,  even 
when  it  operates  most  effectively,  offers  an 
incomplete  and  illusoi’y  method  of  providing 
the  Medicare  patient’s  drugs.  The  range  of 
drugs  available  to  the  patient  may  vary  with 
the  hospital.  The  patient  who  leaves  the  hos- 
pital and  enters  a nursing  home  may  find 
that  his  drug  supply  is  no  longer  paid  for.  I 
confess  confusion  as  to  why  these  patients 
are  not  permitted  to  have  the  same  drugs 
the  rest  of  us  use,  in  light  of  this  country’s 
extremely  rigid  drug  law  and  a $54,000,000 
FDA  budget  to  enforce  it. 

A second  effect  has  been  to  hasten  a con- 
frontation between  the  political  economists 
and  the  health  team  over  prescribing  drugs 
by  generic  name. 

Government  people  who  see  only  dollars 
saved  in  generic  prescriptions  have  begun  to 
urge  states  to  require  generic  prescriptions 
for  welfare  patients.  It  should  not  be  a sur- 
prise, in  time,  to  see  the  government  move 
to  pay  hospitals  for  the  drugs  they  use  in  ac- 
cordance with  a generic  drug  price  scale. 

In  effect,  this  would  transfer  the  decision 
on  precisely  which  drug  a patient  needs  from 
his  physician  to  the  pharmacist  or  nurse. 
Implied  is  that  the  drug  for  the  Medicare  pa- 
tient should  be  chosen  on  the  basis  of  one  cri- 
terion: “Which  is  the  cheapest?” 

I believe  progress  toward  making  Medi- 
care work  effectively  and  without  undue  in- 
terference with  the  practice  of  medicine  is 
possible.  But  it  cannot  be  easy  if  all  decisions 
are  left  to  men  and  women  who  work  in 
Washington  and  who — more  often  than  not — 
know  infinitely  more  about  political  expedi- 
ency than  they  know  or  care  about  pharma- 
cology. 


A lesson  is  to  be  learned  from  the  drug  in- 
dustry’s experiences  with  this  law.  The  kinds 
of  pressures  to  be  put  on  physicians  to  write 
prescriptions  as  though  all  drug  producers 
are  equal  should  be  observed  with  care.  It 
is  the  kind  of  thing  that  organized  medicine 
feared  when  it  opposed  this  legislation,  and 
it  is  the  kind  of  thing  the  law’s  proponents 
claimed  would  not  occur. 

The  question  is  no  longer  whether  or  not 
we  shall  have  government  medicine  in  Ameri- 
ca, but  how  much  and  what  kind.  At  this 
point,  no  one  knows.  Physicians  and  others 
who  are  interested  would  do  well  to  be  among 
the  significant  contributors  to  formulating 
an  answer,  if  it  is  to  be  satisfactory  to  them 
and  to  the  people  they  serve. 

— C.  Joseph  Stetler,  LL.M.,  President, 
Pharmaceutical  Manufacturers  Association, 

Washington,  D.C. 


Favorable  Prognosis 
For  Regional  Enteritis 

When  regional  enteritis  first 

was  recognized  as  a clinical  entity,  surgical 
resection  of  the  involved  small  intestine 
seemed  to  be  the  optimal  form  of  therapy  if 
the  diagnosis  was  evident  and,  often,  if  the 
diagnosis  remained  obscure  before  laparo- 
tomy. Experience  soon  taught  that  the  con- 
dition frequently  recurred  and  a medical 
regimen  which  would  be  helpful  to  these  un- 
fortunate persons  was  considered  manda- 
tory. 

Although  such  complications  as  perfora- 
tion, enterocolic  fistulas,  extensive  perianal 
fistulas,  massive  hemorrhage,  obsHuction, 
and  abdominal  masses  have  remained  as 
problems  to  be  solved  by  the  surgeon 
(handled  either  by  an  exclusion  operation 
or  by  resection  of  the  small  intestine) , three 
groups  of  patients  with  regional  enteritis 
have  demanded  careful  nonsurgical  manage- 
ment. These  patients  include : ( 1 ) those  with 
mild  disease  involving  short  segments  of 
bowel  without  evidence  of  obstruction  or 
perforation;  (2)  those  in  whom  the  dis- 
ease is  too  extensive  for  resection — at  times, 
involving  most  of  the  small  intestine;  and 
(3)  those  in  whom  the  involvement  con- 
tinues to  recur  following  repeated  resections. 
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If  and  when  the  diagnosis  of  regional  en- 
teritis is  established  and  the  patient  fits 
into  one  of  these  categories,  the  following 
therapeutic  measures  have  proved  to  be 
rehabilitating.  Azulfidine  has  been  a help- 
ful drug.  Antispasmodics,  anticholinergic 
drugs,  medications  such  as  Lomotil  and 
other  supportive  agents  have  proved  bene- 
ficial. The  steroid  compounds  have  been  of 
limited  value  because  they  usually  must  be 
administered  over  long  periods,  and  re- 
actions become  apparent.  The  patient  may 
develop  a secondary  iatrogenic  condition 
which  is  more  uncomfortable  than  the  orig- 
inal disease.  Sometimes,  the  combined  use  of 
antibiotic  and  steroid  drugs  has  been  val- 
uable. Blood  transfusions  frequently  are  re- 
quired in  the  management  of  these  patients. 
That  the  diet  be  high  in  protein  and  low  in 
residue  is  extremely  important.  Adequate 
rest  benefits  some  of  these  people. 

Roentgen  therapy,  a modality  which  has 
not  received  enough  attention,  probably  is 
the  most  important  adjunct  to  the  treatment 
of  regional  enteritis  advocated  during  recent 
years.  The  irradiation  should  be  adminis- 
tered in  courses,  treating  the  several  abdom- 
inal fields,  and  a comparatively  small  dosage 
has  proved  helpful.  Whether  irradiation  pro- 
vides symptomatic  treatment  and  helps  only 
from  the  placebo  standpoint  or  whether 
there  is  actual  healing  remains  debatable. 
In  some  patients  who  have  received  roentgen 
therapy,  excessive  scarring  of  the  bowel  has 
been  seen  during  subsequent  surgical  pro- 
cedures— so  much  scarring  that  symptoms 
of  obstruction  have  developed.  Although 
these  symptoms  do  occur  in  patients  who 
have  not  had  roentgen  therapy,  the  cica- 
tricial changes  which  have  been  demonstra- 
ted after  one  or  more  courses  have  seemed 
sufficient  to  indict  the  irradiation  as  a con- 
tributing factor. 

Upon  careful  examination,  an  additional 
small  group  of  persons  who  periodically  have 
indeterminate  abdominal  distress  are  found 
to  have  regional  enteritis,  and  they  pose 
significant  diagnostic  and  therapeutic  prob- 
lems. Too  frequently,  patients  with  recurrent 
abdominal  cramping,  progressive  loss  of 
weight,  and  an  anxiety  syndrome  appear  to 
have  a functional  disorder.  Perhaps  the 
small  intestine  has  not  been  studied  roent- 
genologically ; or,  if  it  has,  the  pathologic 
changes  have  simulated  other  diseases.  In 
this  small  group  of  patients  who  are  found 
to  have  regional  enteritis  during  surgical  ex- 


ploration, it  is  fair  to  assume  that  careful 
investigation  and  evaluation  might  have  es- 
tablished the  diagnosis  preoperatively. 

By  using  all  of  the  available  measures  of 
therapy  when  they  are  indicated,  the  well- 
being of  a reasonable  number  of  patients 
with  regional  enteritis  can  be  controlled,  and 
some  patients  may  become  entirely  asymp- 
tomatic. Although  radiologic  confirmation 
of  the  return  of  the  bowels  to  normal  is 
rare,  it  has  occurred.  Complete  reversal  of 
regional  enteritis  is  unusual ; but,  apparent- 
ly, the  small  intestine  can  heal  and  the  pa- 
tient can  cany  on  a useful  existence.  He  may 
remain  in  virtually  normal  health  for  years 
after  an  adequate  program  of  medical 
therapy. 

— J.  Arnold  Bargen,  M.D.,  Temple. 


Incidental  Freezing 
Of  Gastric  Carcinoma 

Since  the  original  observations  on 
the  effect  of  gastric  freezing  and  hypo- 
thermia on  gastric  secretions,^  each  succeed- 
ing report  has  emphasized  that  this  pro- 
cedure was  and  is  an  experimental  ven- 
ture.“'^  Its  use  was  to  be  limited  to  univer- 
sities and  hospital  centers  which  were  will- 
ing and  able  to  select,  test,  and  follow-up 
their  patients.  Despite  these  warnings,  the 
ready  availability  of  the  freezing  units 
coupled  with  the  willingness  of  many  phy- 
sicians to  adopt  new  modes  of  therapy  that 
appear  promising,  has  resulted  in  compli- 
cations. 

An  example  is  a case  in  which  faulty  in- 
terpretation of  diagnostic  studies  resulted  in 
the  freezing  of  a gastric  carcinoma,  thereby 
delaying  proper  surgical  treatment. 

A 68-year-old  white  man  was  treated  with  diet 
and  medication  for  a duodenal  ulcer.  Relief  was 
prompt,  but  epigastric  pain  recurred  about  a year 
later  and  roentgenograms  showed  a severe  duo- 
denal deformity  and  a lesion  which  was  thought 
to  be  a pre-pyloric  ulcer.  Gastroscopy  showed 
“mixed  gastritis.”  Intensive  medical  management 
effected  relief  for  five  months,  then  the  patient 
again  had  epigastric  pain  associated  with  vomit- 
ing and  weight  loss.  He  was  hospitalized,  and  “gas- 
tric cytology  and  gastroscopy  were  not  diagnostic." 
Gastric  freezing  assuaged  the  symptoms  for  a 
short  time. 
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Two  months  after  undergoing  gastric  freezing, 
the  man  was  admitted  to  Methodist  Hospital.  He 
had  been  vomiting  all  oral  intake  for  two  weeks. 
Roentgenograms  revealed  a pre-pyloric  ulcer  on 
the  lesser  curvature  of  the  stomach  associated  with 
duodenal  deformity  and  outlet  obstruction.  Because 
the  conditions  were  intractable  to  medical  manage- 
ment, surgery  was  performed.  A mass  involving 
the  antrum  and  pylorus  prompted  radical  subtotal 
gastric  resection.  Pathologic  study  of  the  removed 
specimen  revealed  adenocarcinoma  of  the  stomach 
with  metastasis  to  1 of  30  regional  lymph  nodes. 
In  the  year  since  surgery,  the  patient  has  remained 
well  and  has  no  evidence  of  recurrent  disease. 

Not  all  medical  groups  that  use  gastric 
freezing  as  an  adjunct  to  the  treatment  of 
duodenal  ulcer  require  adequate  roentgeno- 
logic studies.  According  to  White,®  18  per- 
cent of  the  doctors  or  institutions  surveyed 
did  not  require  radiological  evidence  of  ul- 
cer, 40  percent  did  not  require  an  ulcer 
crater,  and  9 percent  did  not  require  a his- 
tory of  intractability  to  medical  treatment. 
Even  with  adequate  roentgenologic  studies, 
duodenal  deformity  makes  it  extremely  diffi- 
cult to  accurately  localize  a lesion  in  the 
pyloric  region.  Therefore,  it  is  remarkable 
that  experience  with  some  15,000  cases  has 
brought  forth  no  report  of  an  incidental 
freezing  of  gastric  carcinoma.  One  factor 
that  has  limited  this  occurrence  is  the  em- 
phasis placed  upon  obstruction  as  a contra- 
indication to  freezing.  However,  if  patients 
are  subjected  to  gastric  freezing  purely  on 
a basis  of  ulcer  symptoms,  certainly  more 
incidental  freezing  of  carcinomas  will  occur. 

In  this  patient  with  gastric  carcinoma  and 
a past  history  of  duodenal  ulcer  subjected  to 
gastric  freezing,  there  is  no  doubt  that  the 
freezing  caused  some  delay  in  proper  sur- 
gical inteiwention.  This  case  serves  not  to 
condemn  the  procedure  as  an  experimental 
venture,  but  to  condemn  its  use  in  other  than 
ideal  diagnostic  and  experimental  circum- 
stances. 

— Randolph  Rutledge,  M.D., 
and  A.  W.  Bronwell,  M.D.,  Lubbock. 
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letters  to 

TEXAS  MEDICINE 


Clarification  Needed 

[Editor’s  Note:  Dr.  Hudson,  President-elect  of  the 
American  Medical  Association,  spoke  at  the  TMA 
Conference  on  Legislation  and  Medical  Service  on 
Jan.  22  in  Austin;  his  topic  was  the  proposed  legis- 
lation on  heart  disease,  cancer,  and  stroke.  The  re- 
port of  his  talk,  published  in  the  Febmary,  1966, 
issue,  included  the  following  statements: 

“Dr.  Hudson  reviewed  the  history  of  this  legisla- 
tion which  began  with  the  appointment  of  a commit- 
tee charged  with  reducing  the  incidence  of  these 
diseases. 

“The  committee  made  35  suggestions,  including 
the  creation  of  regional  complexes,  research  institu- 
tions, and  diagnostic  and  treatment  stations. 

“ ‘In  essence,  the  committee  proposed  the  reorga- 
nization of  medical  service,’  he  said. 

“He  added  that  AMA  is  in  agreement  with  the  ob- 
jectives of  the  program,  but  questions  whether  the 
recommended  solutions  are  proper.” 

The  latter  paragraph.  Dr.  Hudson  says,  does  not 
accurately  reflect  his  meaning.] 

Dr.  Mayo  Tenery  recently  sent  me  a tear 
sheet  from  the  Texas  Medicine  in  which  my 
talk  is  reviewed.  The  photograph  is  flatter- 
ing, but  I must  make  an  effort  to  correct  an 
impression  that  is  attributed  to  me  and  my 
remarks. 

Reference  to  “the  committee”  is  of  course 
to  the  DeBakey  Commission;  from  some  of 
its  recommendations  the  legislation  was 
drawn  up.  This  is  not  an  important  correc- 
tion, but  the  following  paragraph  should  be 
clarified : 

“He  added  that  AMA  is  in  agreement  with 
the  objectives  of  the  program,  but  questions 
whether  the  recommended  solutions  are  pro- 
per.” 

This  is  not  accurate.  The  House  of  Dele- 
gates of  the  American  Medical  Association  in 
June,  1965,  voiced  its  opposition  to  the  so- 
called  DeBakey  bill  which  had  at  that  time 
been  passed  by  the  Senate.  In  commenting 
on  this  bill  with  the  President  and  some  of 
his  advisors  from  the  Department  of  Health, 
Education  and  Welfare,  several  of  us  unoffi- 
cially pointed  out  defects  in  the  legislation  at 
the  request  of  the  President.  Alterations  were 
then  made  in  the  language  of  the  Senate  bill, 
and  in  its  modified  form,  the  bill  became  PL 
89-239. 

Our  group  made  it  clear  that  officially  the 
AMA  was  opposed  to  the  legislation  and  that 
we  could  offer  no  assurance  that  its  attitude 
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would  change  if  the  modifications  in  the  bill 
were  effected. 

My  understanding  of  the  legislation  as  it 
now  stands  is,  first,  that  the  whole  project, 
in  the  beginning  at  least,  is  a much  smaller 
one  and  has  the  characteristics  of  a pilot 
study.  Second,  the  initiative  for  what  are 
now  called  cooperative  programs,  rather  than 
complexes,  rests  with  the  locality  where  such 
a program  would  be  instituted  rather  than  in 
Washington.  Third,  the  county  medical  so- 
ciety and  the  practicing  physicians  are  given 
an  opportunity  to  scrutinize  any  proposal  for 
a program.  Fourth,  the  objective  is  educa- 
tional in  the  exchange  of  personnel  and  ideas 
between  the  center  and  a peripheral  hospital. 

On  this  last  point,  I may  have  uninten- 
tionally misled  the  reporter  because  I per- 


sonally— but  not  the  AMA  as  yet  by  any 
official  statement — feel  that  the  plan  can  be 
used  as  one  form  of  postgraduate  education 
for  physicians.  However,  the  bill  cannot  be 
regarded  solely  as  postgraduate  education, 
for  in  its  implementation  it  is  always  pos- 
sible that  the  hazards  to  the  practice  of 
medicine  about  which  we  were  apprehen- 
sive (such  as  too  great  seiwice  orientation) 
will  somehow  be  retained. 

If  the  profession  wishes  to  employ  the 
beneficial  characteristics  of  the  program,  it 
must  remain  alert  to  the  possibility  that  its 
direction  may  be  changed  through  interpre- 
tation of  the  law  and  its  regulations. 

Sincerely  yours, 

Charles  L.  Hudson,  M.D., 
Cleveland,  Ohio 


Predicted  Doctor-Patient  Ratio  Climbs 

The  number  of  physicians  and  the  doctor-to-population  ratio  will  be 
higher  in  the  United  States  by  1975  than  were  estimated  in  1959 
and  1964  projections,  according  to  Dr.  C.  H.  William  Ruhe,  associate 
secretary  of  AMA’s  Council  on  Medical  Education,  quoted  in  The 
AMA  Neivs  (Feb.  21,  1966). 

Latest  projections  show  there  will  be  372,000  or  382,000  MDs  and 
DOs  by  1975,  with  a doctor-patient  ratio  of  161  or  166  per  100,000 
population.  The  difference  in  the  estimated  figure  depends  on  the  in- 
crease in  new,  unlicensed  foreign  graduates  each  year  in  the  mean- 
time. 

Some  of  the  reasons  for  the  newly  predicted  doctor-patient  ratio. 
Dr.  Ruhe  has  pointed  out,  include  the  declining  US  birth  rate,  large 
numbers  of  foreign  medical  graduates  not  considered  in  previous 
tabulations,  the  expansion  of  nearly  half  the  nation’s  88  medical 
schools  and  proposed  expansion  of  others,  and  the  expectation  of 
13  new  medical  schools  by  1970,  with  another  six  in  development. 

According  to  the  Bane  Report  in  1959,  the  projection  placing  1975 
US  population  at  235  million  was  used,  and  it  was  estimated  that 

330.000  MDs  and  DOs  would  have  to  be  available  to  maintain  a 141  :- 

100.000  ratio.  Adjusting  this  to  include  physicians  and  population 
categories  agreed  upon  at  a 1963  Conference  on  Physician  Statistics, 
Bane  Report  projections  would  be  346,000  for  a 1975  US  population  of 
232  million  or  149:100,000. 

In  1964  the  USPHS  Section  18  Report  projected  1975  US  popula- 
tion to  232  million,  and  calculated  341,000  or  351,000  or  nearly  357,000 
MDs  and  DOs  for  a ratio  of  147,  151  or  154:100,000,  depending  on  the 
figure  used  for  annual  new  foreign  licentiates. 

The  1966  projection  places  1975  US  population  at  230  million  and 
calculates  available  MDs  and  DOs  at  between  372,000  (161:100,000) 
and  382,000  (166:100,000),  depending  on  the  number  of  foreign 
medical  graduates  available  in  this  country. 
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• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 


An  eminent  role  in 
medical  practice 


Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


• The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltown' 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 

4^4  WALLACE  LABORATORIES 

\KnCranbury,  N.J. 
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Why  Medicare 
Under  Social  Security  ? 


All  of  us  who  worked  untiringly  to  defeat  Medicare,  and 
who  were  sadly  disappointed  when  it  became  law,  have  asked  our- 
selves and  those  in  many  walks  of  life,  "Why?"  Why  not  the  ex- 
tension of  the  Kerr-Mills  Law?  Why  not  Medicare  only  for  those 
who  need  help?  Why  Medicare  under  social  security? 

Clearly,  Medicare  was  passed  because  we  failed  to  muster 
the  necessary  support  from  businessmen,  bankers,  manufacturers, 
industrialists,  farmers,  and  people  in  other  professions.  Each 
group  was  so  engrossed  in  its  own  battle  against  federal  con- 
trols that  it  had  little  time,  energy,  or  finances  to  support 
the  medical  profession's  fight  against  Medicare.  The  time  is 
here  for  all  of  our  organizations  to  band  together  to  present  a 
united  front.  For  example,  we  physicians  should  be  doing  every- 
thing possible  to  defeat  the  repeal  of  section  14  (b)  of  the 
Taft-Hartley  Act ; we  should  tell  our  legislators  and  the  public 
that  we  oppose  the  minimum  wage  raise,  which  would  affect  farm- 
ers, hospitals,  motels,  hotels,  businesses,  and  industries  as 
well  as  millions  of  handicapped  workers.  We  should  take  the  lead 
in  amalgamating  the  efforts  of  these  private  enterprise  groups. 

A most  logical  explanation  for  the  passage  of  Medicare 
under  social  security  is  that  the  social  planners  wanted  it  that 
way.  They  reasoned  that  no  citizen  should  be  reduced  in  physi- 
cal or  moral  stature  to  the  point  that  charity  is  necessary. 
With  Medicare  under  social  security,  19,000,000  people  over  65 
will  be  eligible  for  "free"  hospitalization;  only  about  3,- 
000,000  cannot  provide  this  service  for  themselves.  But  some 
in  the  latter  group,  who  are  being  cared  for  under  the  Kerr- 
Mills  Law,  feel  that  they  are  accepting  charity  and  that  this 
is  degrading  to  them  as  individuals.  Hence,  when  all  are  covered 
under  social  security,  they  will  feel  that  they  have  paid  for 
and  deserve  this  "free"  hospitalization  and  that  they  are  no 
longer  reduced  to  charity. 

If  you  will  scrutinize  the  Great  Society,  urban  renewal, 
the  poverty  program,  and  the  veterans  hospital  procedure,  I 
think  you  will  find  this  same  philosophy  present.  This  philoso- 
phy has  been  hammered  into  our  legislators  ; hence  the  passage 
of  Medicare  under  social  security. 
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Central  Nervous  System  Control 
Of  Gastric  Secretion 


j 


r 1 AN  ABNORMALLY  large  out- 

RESEARCH  & investigation  of  acid-pepslii  from  the 

■ stomach  is  characteristic  in 
many  patients  with  duodenal 
ulcer.  Although  it  is  only  one  of  a combina- 
tion of  factors  implicated  in  the  etiology  of 
ulcer,  the  medical  and  surgical  treatment  of 
all  pei3tic  ulcers  is  based  to  a large  extent 
upon  the  reduction  of  acid  secretion  or  acid 
concentration  in  the  stomach.  From  the  in- 
vestigations of  William  Beaumont  to  the 
present  time,  physicians  and  physiologists 
have  found  correlations  between  behavior 
and  gastric  secretion.  Except  for  evidence 
implicating  the  vagus  nerve  as  the  efferent 
pathway  for  these  effects,  there  is  little 
understanding  of  how  the  central  nervous 
system  accomplishes  control  of  gastric 
secretion. 

It  is  important  to  recall  that  the  stomach 
itself  possesses  the  ability  to  secrete  acid  in- 
dependently of  the  rest  of  the  body.  Studies 
with  gastric  mucosa  from  frogs,  mice,  and 
rats  in  vitro  show  that  spontaneous  or 
stimulated  secretion  of  acid  occurs  under 
these  circumstances.  Transplanted  gastric 
pouches,  separated  from  any  nervous  con- 
nection with  the  body,  respond  to  feeding 
by  secreting  acid. 

This  latter  observation  was  the  founda- 
tion for  the  theory  of  humoral  control  of 
gastric  secretion.  After  60  years,  Gregory 
and  Tracy^'^  isolated  polypeptides  from  the 
pyloric  antrum  which  have  the  properties 
of  gastrin,  the  hypothetical  hormone  pos- 
tulated by  Edkins.^®  A substance  with  similar 
properties  has  been  identified  in  tumors 
associated  with  the  Zollinger-Ellison  syn- 


Presented  before  the  Texas  Medical  Association’s 
Section  on  Digestive  Diseases  at  the  1965  Annual 
Session  in  San  Antonio. 


drome.  With  crude  preparations  of  gastrin, 
physiologists  have  shown  that  much  of  the 
gastric  secretory  response  to  feeding  med- 
iated through  the  vagus  nerve  involves  the 
release  of  gastrin  or  at  least  requires  its 
presence  for  normal  development. 

These  observations  led  to  a model  of  cen- 
tral nervous  control  system  which  acts  upon 
a well-developed  intragastric  mechanism  and 
integrates  with  a humoral  system.  In  the 
dog,  it  appears  that  gastrin  is  part  of  an 
autoregulatory  device,  in  which  the  presence 
of  acid,  derived  from  the  fundic  glands  in 
response  to  gastrin,  leads  to  the  inhibition 
of  gastrin  release  from  the  pyloric  antrum. 

One  of  Pavlov’s  lasting  influences  on  gas- 
tric physiology  was  his  emphasis  on  the  im- 
portance of  studying  nervous  control  in  con- 
scious animals  under  circumstances  as  near- 
ly normal  as  possible.  In  the  past,  disregard 
for  this  principle  has  led  to  serious  error. 
Pavlov  developed  the  technique  of  sham  feed- 
ing by  means  of  an  esophagostomy  and 
demonstrated  that  the  gastric  secretory  re- 
sponse was  abolished  by  vagotomy.  Later, 
other  workers  demonstrated  that  insulin 
hypoglycemia  also  stimulated  gastric  secre- 
tion via  a vagally  mediated  pathway.  These 
two  techniques  have  been  the  principal 
models  for  nervous  stimulation  of  gastric 
secretion  in  conscious  subjects. 

We  have  attempted  to  define  the  gastric 
secretory  response  to  insulin  hypoglycemia 
in  a quantitative  fashion  and  to  explore 
the  excitatory  mechanism  within  the  central 
nervous  system.  We  first  studied  the  acid 
output  (in  contrast  to  relying  solely  on  acid 
concentration)  in  beagle  dogs  with  chronic 
gastric  fistulae.  We  found  that  although  the 
mean  maximal  acid  output  in  individual 
dogs  gave  a standard  error  of  10-20  percent 
on  repeated  testing,  the  difference  between 
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Clues  to  the  practice  of  clinical  medicine 
result  from  experimental  stimulation  of  the 
central  nervous  system  in  animals  and  mea- 
suring the  resultant  secretory  responses.  The 
author's  work  and  that  of  others  is  reviewed. 


dogs  varied  from  0.6  to  2.6  mEq.  per  30 
min.^  We  found  similar  differences  between 
individual  spider  monkeys.^  In  contrast  to 
this  variable  secretory  response  to  insulin, 
histamine  given  intravenously  to  dogs®  or 
subcutaneously  to  spider  monkeys®  produced 
a remarkably  uniform  response  with  respect 
to  acid  secretion. 

A second  aspect  of  the  gastric  secretory 
response  to  insulin  is  the  division  of  the 
response  into  phases  in  time.  French  and 
his  associates  reported  early  (0  to  3 hours 
after  injection  of  insulin)  and  late  (3  to  5 
hours)  phases  in  macaques,  based  on  the 
changes  in  pH  of  gastric  content  obtained 
by  intubation.^  We  repeated  these  experi- 
ments in  spider  monkeys  with  chronic  gas- 
tric fistulae®  and  Cammock  and  associates 
repeated  them  in  macaques.®  Both  groups 
found  the  late  phase  was  quite  variable. 
Hirschowitz  and  Sachs  reported  recently 
that  the  apparent  phasic  stimulation  is  the 
result  of  an  inhibitory  phase  which  can  be 
blocked  by  the  administration  of  potassium.® 
By  recording  blood  reducing  substances  con- 
tinuously with  an  auto-analyzer  and  measur- 
ing plasma  steroids  at  intervals,  we'^  at- 
tempted to  correlate  the  presence  of  a late 
phase  with  these  variables.  With  a dose  of 
1.5  units  of  insulin  per  kg.  of  body  weight, 
we  could  not  relate  acid  output  to  either. 
Later,  we  varied  the  insulin  dosage  from 
0.1  to  1.5  units  per  kg.  and  found  that  pro- 
longed acid  secretion,  increased  duration  of 
hypoglycemia,  and  greater  and  longer  last- 
ing elevations  of  plasma  steroids  occurred 
with  larger  doses  of  insulin.® 

In  our  hands  then,  the  acid  secretion  in 
response  to  insulin  hypoglycemia  in  individ- 
ual animals  was  reproducible  up  to  2 to  3 
hours,  but  was  variable  thereafter. 


FRANK  P.  BROOKS,  M.D. 


Stimulating  Action  of  Insulin 

We  next  sought  to  learn  something  of  the 
mechanism  of  the  stimulating  action  of  in- 
sulin. It  had  been  reported  that  hypo- 
glycemia rather  than  insulin  was  the  im- 
portant factor,  and  that  it  could  be  blocked 
by  glucose.  However,  the  question  of 
whether  stimulation  was  due  to  a changing 
level  of  blood  sugar  or  to  an  absolute  level 
of  hypoglycemia  remained  unanswered.  We 
found  that  in  dogs,  when  the  level  of  blood- 
reducing  substances  as  measured  with  an 
auto-analyzer  reached  40  mg.  per  100  ml.,  a 
gastric  acid  secretory  response  occurred  in 
18  of  21  experiments,  while  with  levels  above 
this,  acid  secretion  occurred  in  only  1 of  12. 
Furthermore,  when  the  decline  in  reducing 
substances  was  converted  to  a regression  line 
in  relation  to  acid  output,  there  was  no  sig- 
nificant correlation.  Therefore,  we  con- 
cluded that  the  initial  secretory  response 
was  related  to  the  absolute  level  rather  than 
to  the  rate  of  fall  of  the  blood  sugar  level. 

Since  we  planned  to  use  the  secretory 
response  to  insulin  in  the  study  of  central 
nervous  system  control,  we  reviewed  the 
evidence  for  the  site  of  action  of  hypogly- 
cemia. Jdgi  and  associates®  made  sections 
of  the  brain  in  dogs  from  the  cortex  to  the 
medulla,  and  reported  that  some  acid  secre- 
tory response  occurred  until  they  reached 
the  level  of  the  vagal  nuclei.  This  work  has 
been  the  principal  support  for  the  claim  that 
hypoglycemia  acts  at  the  level  of  the  vagal 
nuclei.  Misher  and  Brooks^®  found  that 
electrical  stimulation  through  a chronically 
implanted  electrode  in  the  ventromedial 
nucleus  of  the  hypothalamus  in  rats  would 
inhibit  acid  secretion  in  response  to  insulin. 
Davis^^  and  Sniith^®  in  our  laboratory  have 
noted  a loss  of  the  insulin  secretoiy  response 
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following  hypothalamic  lesions  in  dogs  and 
monkeys  with  a return  to  normal  after  sev- 
eral months.  These  results  indicate  that  ex- 
citation of  the  vagi  by  hypoglycemia  can  be 
influenced  at  higher  levels  within  the  auto- 
nomic system,  possibly  by  removing  an  ex- 
citatory pathway  or  by  destroying  part  of 
a receptor  system. 

Central  Nervous  System 

Our  ultimate  destination  was  the  central 
nervous  system  itself.  This  we  approached 
by  making  discrete  electrolytic  lesions  with 
electrodes  introduced  into  the  brain  under 
the  guidance  of  a stereotaxic  instrument. 
This  permits  orientation  of  the  animal’s 
head  in  a standard  position  so  that  with  the 
aid  of  an  atlas,  lesions  can  be  placed  pre- 
cisely within  1 mm. 

To  date  we  have  made  lesions  in  the  hypo- 
thalamus of  rats,  dogs,  and  monkeys.  Only 
those  in  rats  have  given  consistent  results 
which  appear  to  be  related  to  important 
physiologic  events.  Ridley  and  Brooks^^ 
found  that  only  those  lesions  which  pro- 
duced hyperphagia  and  obesity  in  rats  were 
associated  with  a doubling  of  the  acid  output 
from  chronic  gastric  fistulae  in  fasting  rats. 
After  death,  these  lesions  were  found  to 
have  produced  a bilateral  symmetrical  des- 
truction of  the  ventromedial  nuclei.  Lesions 
which  were  asymmetrical  or  incomplete  did 
not  produce  hyperphagia  and  did  not  alter 
gastric  secretion. 

Similarly,  Misher  and  Brooks^^  found  that 
stimulation  of  the  ventromedial  nuclear  re- 
gion through  chronically  implanted  elec- 
trodes in  rats  inhibited  feeding  behavior  in 
fasting  rats  and  inhibited  fasting  gastric 
secretion.  Stimulation  with  an  electrode  in 
the  lateral  hypothalamic  nucleus  produced 
feeding  in  satiated  rats  and  increased  fast- 
ing gastric  secretion.  Bilateral  vagotomy 
abolished  this  effect.  From  these  experi- 
ments we  concluded  that  in  the  rat  there  are 
discrete  areas  within  the  hypothalamus 
which  are  concerned  with  the  control  of 
food  intake  and  of  gastric  secretion  in  a 
fashion  appropriate  for  the  animal’s  sur- 
vival. 

These  results  also  establish  a structural 
basis  for  autonomic  control  of  gastric  secre- 
tion relating  the  hypothalamus  to  gastric 
secretion.  In  contrast  to  earlier  hypotheses 
of  anterior  or  vagal  areas  and  posterior 


sympathetic  areas,  these  data  are  consistent 
with  an  organization  of  the  hypothalamus 
on  a behaviorally  significant  basis.  That 
these  results  may  not  be  uniformly  appli- 
cable is  suggested  by  Hirschowitz,^®  who  was 
unable  to  produce  hypersecretion  in  mice 
made  obese  with  gold  thioglucose. 

Clinical  Applications 

What  clinical  clues  are  suggested  by  these 
studies?  First,  the  use  of  the  insulin  test  to 
evaluate  the  presence  of  intact  vagi  after 
gastric  surgery  should  involve  the  demon- 
stration of  an  increase  in  acid  output  within 
the  first  one  or  two  hours  after  insulin.^® 
Second,  the  critical  factor  is  an  adequate 
level  of  hypoglycemia.  Third,  an  adrenal 
phase  of  gastric  secretion  as  a part  of  the 
hypothalamic-pituitary  system  of  stimula- 
tion in  peptic  ulcer  is  unlikely.  Fourth,  in 
hypersecretory  states,  it  may  be  worth  re- 
investigating the  relationship  between  gas- 
tric secretion  and  food  intake  or  hunger. 
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Eosinophilic  Gastroenteritis 
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Eosinophilic  gastroenteritis  can  mimic  other 
diseases,  and  may  be  more  prevalent  than  is 
indicated  in  the  literature.  Four  cases  are 
presented,  with  a review  of  clinical  findings 
and  distinguishing  features. 

[ [ INFILTRATION  of  the  gastro- 

REviEw ARTICLES  iiitestinal  tract  by  eosinophilic 

■ granulocytes  can  cause  a variety 
of  pathologic  and  clinical  manifes- 
tations. These  syndromes  have  in  common 
the  histopathologic  feature  of  masses  of  leu- 
kocytes, primarily  eosinophils,  that  infiltrate 
the  affected  layers  of  the  stomach  or  bowel 
wall.  The  lesions  may  be  circumscribed  poly- 
poid tumors  or  they  may  diffusely  involve 
one  or  more  regions  of  the  gastrointestinal 
tract  from  the  pharynx  to  the  rectum.  Al- 
though some  patients  with  polypoid  lesions 
are  asymptomatic,  eosinophilic  gastroenteri- 
tis usually  causes  abdominal  pain.  Vomiting, 
diarrhea,  and  intestinal  obstruction  are  other 
frequent  symptoms. 

We  have  treated  four  patients  who  had 
infiltration  of  the  gastrointestinal  tract  by 
eosinophilic  granulocytes.  Our  observations 
concerning  this  unusual  disease  are  present- 
ed, with  a review  of  the  experience  of  others. 

Case  Reports 

Case  1. — A 47-year-old  white  man,  a painter 
and  sandblaster,  was  admitted  to  the  hospital  be- 
cause of  abdominal  pain  and  diarrhea.  For  one 
week  he  had  noted  abdominal  distention,  increased 
flatus,  epigastric  aching,  and  crampy  lower  ab- 
dominal pain  associated  with  defecation.  The  stools 
were  first  watery  and  contained  mucus;  later  they 
became  formed  and  voluminous.  Neither  blood 
nor  melena  was  observed.  There  was  no  history  of 
food  sensitivity  nor  exposure  to  lead-containing 
paint.  When  the  patient  had  similar  symptoms 


six  years  previously,  he  was  thought  to  have  region- 
al enteritis.  He  had  received  intermittent  corti- 
costeroid therapy  for  contact  dermatitis  during  the 
previous  four  years,  but  none  for  several  months 
prior  to  hospitalization. 

At  the  time  of  admission  his  temperature  was 
99.6  F.  A dry,  crusty,  erythematous  eruption  ex- 
tended over  the  skin  of  his  groins,  forearms,  and 
lower  legs.  His  abdomen  was  slightly  distended  and 
diffusely  tender  to  deep  palpation.  The  remainder 
of  the  physical  findings,  including  proctoscopic 
examination,  were  normal. 

On  admission  the  leukocytes  numbered  19,200  per 
cu.  mm.,  of  which  85  percent  were  neutrophils,  7 
percent  lymphocytes,  4 percent  monocytes,  and  4 
percent  eosinophils.  A glucose  tolerance  test  re- 
sulted in  a diabetic-type  response.  No  blood,  ova, 
or  parasites  were  found  in  the  stool.  Normal  values 
were  established  for  the  following:  urinalysis,  fast- 
ing blood  sugar,  blood  urea  nitrogen,  all  liver  func- 
tion studies,  serum  proteins,  fecal  fat,  d-xylose 
absorption,  ^^I-labeled  triolein  absorption,  urine 
porphyrins,  gastric  acidity,  and  Schilling  test. 
Roentgenographic  study  of  the  upper  gastro- 
intestinal tract  demonstrated  an  abnormal  small 
bowel  pattern  with  segmentation  of  barium,  thick- 
ening of  mucosal  folds,  and  nodular-appearing  fill- 
ing defects  (Fig.  1).  The  esophagus,  stomach,  and 
duodenum  appeared  normal.  Barium  enema  exami- 
nation of  the  colon  indicated  no  abnormality.  A 
peroral  biopsy  of  jejunum  was  performed  with  a 
Crosby  capsule.  There  was  a diffuse  infiltration  of 
the  jejunal  villi  by  eosinophils  and  these  extended 
into  the  muscularis  mucosae  (Fig.  2).  Rectal  biopsy 
and  bone  marrow  examination  were  normal. 

Another  roentgenographic  examination  of  the 
small  bowel  was  made  two  weeks  after  admission 
to  the  hospital.  In  addition  to  the  previously  de- 
scribed changes,  there  was  slight  narrowing  and 
partial  obstruction  of  the  third  part  of  the  duo- 
denum. An  exploratory  celiotomy  was  performed 
to  rule  out  lymphoma.  The  jejunum  was  hyperemic 
and  the  bowel  wall  was  thickened  and  nodular. 
These  changes  were  most  prominent  in  the  proximal 
portion  and  became  progressively  less  severe  dis- 
tally.  The  ileum  and  stomach  appeared  normal.  A 
segment  of  jejunum  was  excised  for  diagnostic  pur- 
poses. Microscopic  examination  of  the  specimen  re- 
vealed some  enlargement  of  the  villi.  There  was 
infiltration  of  eosinophilic  granulocytes  into  the 
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Fig.  1.  Above  left.  Upper  gastrointestinal  roentgenogram 
shows  an  abnormal  jejunum,  some  oreas  of  narrowing  with 
evident  nodularity  of  mucosa,  and  one  dilated  segment. 

Fig.  2.  Above  right.  Crosby  capsule  biopsy  shows  eosinophil 
cell  infiltration  in  the  mucosa.  Flematoxylin  and  eosin 
stain.  X 82 

Fig.  3.  Left.  Jejunum  shows  edema  of  mucosa,  sub- 
mucosa, and  muscularis.  Inflammatory  cell  infiltrates  in 
all  layers  are  predominately  eosinophil  cell  type.  Hema- 
toxylin and  eosin  stain,  X 45.5 


base  of  the  mucosa  and  into  the  muscularis  muco- 
sae. Sevei’e  edema  of  the  submucosa  and  dilatation 
of  the  lymphatic  vessels  were  present.  The  muscu- 
laris of  the  bowel  was  normal  (Fig.  3). 

Following  surgery  the  patient  received  20  mg. 
prednisone  daily  with  complete  relief  of  symptoms. 
He  has  been  maintained  on  small  doses  of  predni- 
sone for  over  a year  and  has  had  no  recurrence 
of  symptoms.  Roentgenographic  studies  made  a year 
later  disclosed  an  almost  normal  gastrointestinal 
pattern. 

Case  2. — A 36-year-old  white  woman  was  ad- 
mitted to  the  hospital  because  of  abdominal  pain, 
diarrhea,  and  vomiting.  The  lower  abdominal 
cramping  pain  was  associated  with  defecation.  Her 
stools  were  watery,  and  neither  blood  nor  mucus 
had  been  observed.  She  had  nausea,  anorexia,  belch- 
ing, and  increased  flatus,  and  had  lost  8 lb.  in  the 
week  prior  to  admission.  There  was  a ten-year 
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history  of  transient  episodes  of  diarrhea,  usually 
associated  with  emotional  stress. 

On  admission  the  vital  signs  were  normal.  The 
abdomen  was  slightly  distended  and  tympanitic  and 
there  was  slight  tenderness  in  the  lower  quadrants. 
Bowel  sounds  were  hyperactive  and  a bruit  was 
heard  in  the  epigastrium.  The  spleen  was  palpable 
three  fingerbreadths  below  the  left  costal  margin. 
The  remaining  physical  findings  including  those  of 
pelvic  and  proctoscopic  examinations  were  normal. 

The  leukocytes  numbered  10,250  per  cu.  mm.,  of 
which  84  percent  were  neutrophils,  15  percent 
lymphocytes,  and  1 percent  monocytes.  There  were 
no  ova,  parasites,  or  occult  blood  in  the  stools,  but 
smears  stained  with  Sudan  IV  revealed  fat  par- 
ticles. There  was  deficient  absorption  of  ^”1- 
labeled  triolein  and  d-xylose.  Results  of  the  follow- 
ing tests  and  determinations  of  values  were  within 
normal  limits:  hemoglobin,  hematocrit,  sedimenta- 
tion rate,  urinalysis,  serological  studies,  blood  urea 
nitrogen,  serum  cholesterol,  serum  proteins,  brom- 
sulphalein  excretion,  and  lupus  erythematosus  cell 
tests.  Upper  gastrointestinal  roentgenograms  re- 
vealed moderately  distended  loops  of  small  intes- 
tine. The  mucosal  folds  were  prominent.  The 
stomach  appeared  normal.  Jejunal  biopsy  was  ob- 
tained with  a Crosby  capsule.  The  villi  were  mod- 
erately edematous.  There  was  a diffuse  infiltration 
of  eosinophilic  granulocytes  and  plasma  cells. 

The  patient  at  first  refused  therapy,  maintained 
her  weight,  and  had  only  occasional  attacks  of 
diarrhea  for  a year.  Following  a bout  of  severe 
abdominal  pain  associated  with  findings  suggest- 
ing incomplete  small  bowel  obstruction,  she  was 
treated  with  40  mg.  prednisone  daily.  She  became 
asymptomatic  after  three  days. 

Case  3. — A 40-year-old  white  man  was  hospital- 
ized because  of  intermittent  epigastric  cramping; 
the  pain  lasted  two  to  three  minutes,  and  recurred 
at  5-  to  30-minute  intervals.  For  the  previous  three 
years  he  had  been  treated  for  urticaria  which  was 
related  to  heat  and  activity.  There  was  no  history 
of  asthma  or  other  allergic  manifestations.  Physi- 
cal examination  exposed  no  abnormality.  Upper 
gastrointestinal  roentgenograms  showed  irregu- 
larity of  the  antrum,  and  an  oral  cholecystogram 
indicated  a poorly  functioning  gallbladder.  Roent- 
genograms after  barium  enema  were  normal.  Serum 
cholesterol,  bilirubin,  amylase,  and  blood  sugar 
levels  were  normal. 

The  patient  was  dismissed,  but  two  days  later 
he  awoke  with  midabdominal  pain  on  the  right 
side,  nausea,  and  diarrhea.  The  pain  subsided,  but 
three  weeks  later  the  patient  began  vomiting  and 
was  readmitted  to  the  hospital. 

At  that  time,  his  temperature  was  100  F.  There 
was  tenderness  in  the  right  upper  quadrant  and 
in  the  epigastrium,  but  no  other  abnormal  physical 
findings. 

The  leukocytes  numbered  11,800,  of  which  83  per- 
cent were  neutrophils,  15  percent  lymphocytes,  1 
percent  monocytes,  and  1 percent  eosinophils.  Hemo- 
globin, hemotocrit,  urinalysis,  serum  bilirubin,  amy- 
lase, and  protein  values  were  normal.  Results  of 
two  cell  tests  for  lupus  erythematosus  were  nega- 
tive, and  the  stools  contained  no  occult  blood,  ova, 
or  parasites. 

A celiotomy  was  performed.  The  distal  segment 
of  ileum  was  edematous  and  inflamed.  The  re- 


mainder of  bowel  appeared  normal.  The  terminal 
ileum,  proximal  cecum,  and  appendix  were  re- 
moved. Microscopic  examination  of  the  resected 
ileum  showed  edema  of  the  submucosa  with  lym- 
phatic dilatation  and  infiltration  by  chronic  in- 
flammatory cells,  predominantly  eosinophilic  granu- 
locytes. The  inflammatory  reaction  was  greatest 
near  the  serosal  surface  where  it  surrounded  the 
small  arterioles  and,  in  many  areas,  extended  into 
the  arteriolar  walls.  In  some  areas  the  inflamma- 
tory cells  extended  into  and  separated  the  muscle 
layers.  Sections  from  the  colon  showed  infiltration 
of  eosinophilic  granulocytes,  coagulated  necrotic 
material,  numerous  dilated  vessels,  and  a moderate 
perivenous  inflammatory  exudate.  Eosinophilic 
granulocytes  were  found  throughout  the  colon  wall. 
The  appendix  showed  one  area  where  chronic  in- 
flammation involved  the  walls  of  small  blood  ves- 
sels. 

The  patient  recovered  and  was  dismissed  and 
instructed  to  follow  a regimen  of  antihistamine  ther- 
apy. Postoperatively,  there  were  710  eosinophils  per 
cu.  mm.  The  patient  remained  asymptomatic  for  one 
year.  He  then  developed  severe  abdominal  pain  re- 
quiring hospitalization,  and  intubation  and  intra- 
venous fluid  therapy.  These  measures  brought 
prompt  relief.  He  was  dismissed,  and  has  remained 
asymptomatic. 

Case  J. — A 45-year-old  white  man,  a construction 
worker,  complained  of  periodic  diarrhea  for  over 
20  years.  The  stools  were  described  as  loose  or 
liquid,  and  the  diarrhea  lasted  two  to  seven  days 
each  month.  Epigastric  discomfort  usually  occurred 
with  the  diarrhea.  No  blood,  mucus,  or  parasites 
were  found  in  the  stools.  The  patient  underwent 
surgery  17  years  ago  for  appendicitis,  and  sub- 
sequently for  subphrenic  abscess  and  empyema.  He 
was  an  alcoholic,  and  a diagnosis  of  Laennec’s 
cirrhosis  had  been  confirmed  by  liver  biopsy.  Ex- 
cept for  sensitivity  to  tetanus  antitoxin,  there  were 
no  known  allergies. 

During  the  past  20  years  the  patient  had  been 
hospitalized  numerous  times.  Although  no  ova  or 
parasites  were  ever  detected,  he  had  been  treated 
for  amebiasis  without  relief  of  symptoms.  A Rowe 
elimination  diet  produced  no  change  in  diarrhea. 
He  required  Sorboquel  and,  occasionally,  paregoric 
for  symptomatic  relief. 

Roentgenograms  of  the  upper  gastrointestinal 
tract  and  colon  were  normal.  A rectal  biopsy  speci- 
men demonstrated  no  abnormality.  Extensive  lab- 
oratory studies  disclosed  only  abnormal  liver  func- 
tion. There  was  no  eosinophilia.  Results  of  a d- 
xylose  test  were  normal  and  there  was  no  gross 
fat  in  the  stools. 

A jejunal  biopsy  was  performed  with  a Rubin 
peroral  biopsy  tube.  In  the  tunica  propria  were 
numerous  eosinophilic  granulocytes  and  some  lym- 
phocytes, plasma  cells,  and  large  mononuclear  cells. 
The  muscularis  mucosa  was  normal. 

The  patient  was  I’ecently  admitted  to  the  hos- 
pital because  of  jaundice.  While  receiving  pred- 
nisone for  liver  disease,  he  had  less  diarrhea. 

Discussion 

Eosinophilic  gastroenteritis  was  first  re- 
ported by  Kaijser^  in  1937.  Since  that  time, 
only  scattered  case  reports  of  this  disorder 
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Table  1. — Regiorml  Eosinophilic  Gastroenteritis. 


Authors 

Date 

Age, 

Sex 

Pain 

Vomiting  Diarrhea  Obstruction  Allergy 

Eosinophils 

Region 

Kaijser’ 

1937 

53  M 

+ 

+ 

Onions 

26% 

S 

Barrie, 

Anderson- 

1948 

27  F 

+ 

+ 

+ 

31% 

S,  D,  J 

Schneider, 

Dailey* 

1948 

63  M 

+ 

+ * 

1% 

S 

Moloney* 

1949 

54  F 

+ 

+ 

+ 

63% 

S,  D 

Spencer,  et  al.° 

1950 

28  M 

+ 

+ 

+ 

Urticaria 

45% 

S,  D,  J 

Polayes, 

Krieger** 

1950 

76  M 

+ 

3% 

J 

Doniach, 

McKeown* 

1951 

38  M 

-f 

+ * 

+ 

10% 

S 

Brunner** 

1951 

36  M 

67% 

M,  N 

Ruzic,  et  al.® 

1952 

53  M 

+ 

+ 

-f 

Asthma 

53% 

S 

Barnett, 

Kazmann*" 

1952 

43  M 

10% 

S,  D 

Rowe, 

Uyeyama*** 

1953 

34  F 

-h 

+ 

J,  I 

Orr,  et  al.*" 

1954 

30  F 

+ 

+ 

+ 

TNT 

59% 

S,  D,  J 

35  F 

+ 

+ 

+ 

Chocolate 

1,170 /mm.** 

S,  D,  J 

Virshup, 

Mandelberg*** 

1954 

45  F 

+ 

20% 

I 

McCune,  et  al.“ 

1955 

28  F (N) 

+ 

+ 

59% 

S 

47  M 

+ 

+ 

+ 

34% 

s 

30  M 

-f 

+ 

+ 

2% 

s 

Swarts,  Young*** 

1955 

22  F 

+ 

+ 

+ 

22% 

S,  D,  J 

34  M 

+ 

+ 

+ 

47% 

s 

Judd,  et  al.“ 

1955 

34  M 

H- 

Asthma 

54% 

s 

Lynch,  et  al.** 

1956 

27  M 

+ 

+ 

+ 

+ 

7% 

S,  D,  J 

Ferrier,  Davis*® 

1957 

12  M 

+ 

+ 

+ 

Some  meats 

30% 

S,  D,  J 

Johnson, 

W right*® 

1958 

53  F 

+ 

+ 

+ 

Sulfa  drugs 

54% 

s 

Houghton**” 

1959 

47  M 

+ 

E,  S 

Cantor*** 

1959 

40  F (N) 

+ 

+ 

+ 

Multiple  foods  10% 

S 

Ureles**** 

1961 

46  F 

+ 

+ 

22% 

S,  D 

31  M 

+ 

+ 

9% 

S,  D 

Weeks,  Glenn**** 

1961 

26  M 

+ 

Multiple 

23% 

S 

Kapp, 

Pagtalunan**'* 

1961 

47  F 

+ 

+ 

Multiple  drugs  62% 

s 

Blackwell, 

Crayfish, 

Gild*^ 

1962 

40  F 

+ 

Oranges 

20% 

S,  D 

Edelman, 

March®” 

1964 

16  M 

(Protein-losing  enteropathy) 

14% 

S,  D,  J 

Haynes,  et  al.*** 

1964 

26  M(N) 

+ 

+ 

6% 

S,  D,  J 

Bentlif,  et  al. 

1966 

41  M 

+ 

+ 

Dermatitis 

D,  J 

26  F 

-f 

-f 

D,  J 

40  M 

+ 

Urticaria 

710 /mm.** 

I,  C 

39  M 

+ 

*Hematemesis. 
fPerforation. 
N — Negro. 


C — Colon. 

D — Duodenum. 
E — Esophagus. 
I — Ileum. 


J — Jejunum. 

M — Mouth. 

N — N asopharynx. 
S — Stomach. 


have  appeared  in  the  literature.  The  path- 
ological findings  may  occur  as  regional  or 
circumscribed  lesions.  The  lesion  may  be 
localized  to  a very  small  region,  such  as  the 
antrum  or  pylorus  of  the  stomach,  or  it 
may  involve  rather  large  segments  of  bowel, 
such  as  the  entire  stomach,  duodenum  and 
jejunum.  The  circumscribed  lesions  have 
been  found  almost  entirely  in  the  stomach 
in  the  form  of  polypoid  tumors. 

The  clinical  findings  in  32  patients  having 


regional  eosinophilic  gastroenteritis  are  pre- 
sented in  Table  1.  Our  four  patients  are  con- 
sidered to  have  the  regional  variety  of  eosin- 
ophilic gastroenteritis  and  have  been  includ- 
ed in  the  table.  Men  were  affected  only  slight- 
ly more  frequently  than  women.  The  most 
frequent  age  at  onset  of  symptoms  was  dur- 
ing the  third  and  fourth  decades  of  life.  The 
majority  of  patients  were  Caucasian.  Abdom- 
inal pain  and  vomiting  were  the  most  com- 
mon symptoms  recorded,  and  diarrhea  and 
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Table  2. — Eosinophilic  Gastric  Polyps. 


Authors 

Date 

Age, 

Sex 

Pain 

Vomiting 

Diarrhea  Obstruction  Allergy  Eosinophils 

Vanek^’" 

1949 

42  M 

+ 

64  F 

+ 

55  F 

37  M 

+ 

46  F 

+ 

+ 

56  F 

+ 

Booher,  Grant"'' 

1951 

57  F 

+ 

Rigler,  et  al.“ 

1956 

57  M 

+ 

38  F 

+ 

63  M 

62  F 

+ 

78  M 

51  F 

+ 

57  F 

+ 

56  F 

83  M 

Smith'^^ 

1956 

54  F 

+ 

Milk, 

54  F 

vegetables 

Koch,  et  al.*^ 

1958 

50  M 

+ 

+ 

Goldgraber,  et  al.^ 

1958 

66  M 

5% 

Carlson,  Ward“ 

1960 

59  F 

65  F 

intestinal  obstruction  were  frequent  clinical 
manifestations.  Eosinophilic  leukocytosis  in 
the  peripheral  blood  smear  was  found  in  most 
patients  having  regional  lesions.  Almost  40 
percent  of  these  patients  gave  a history  of 
some  food  or  drug  intolerance  or  allergic  dis- 
order. The  stomach  was  the  organ  most  often 
involved,  although  the  characteristic  lesion 
has  been  identified  in  regions  ranging  from 
the  pharynx  through  the  colon.  The  wall  of 
the  stomach  or  bowel  usually  appeared  gross- 
ly thickened.  Various  degrees  of  infiltration 
of  the  mucosa,  submucosa,  muscularis,  and 
serosa  by  eosinophilic  granulocytes  were  ob- 
served microscopically.  Several  authors  have 
reported  a vasculitis  in  the  area  of  cellular 
infiltration.  The  clinical  course  of  these  pa- 
tients has  been  benign,  with  no^  deaths  as  yet 
reported. 

The  clinical  findings  in  22  patients  having 
circumscribed  polypoid  gastric  lesions  due 
to  infiltration  by  eosinophilic  granulocytes 
are  shown  in  Table  2.  About  two-thirds  of  the 
patients  were  women.  The  most  frequent  age 
of  onset  of  symptoms  was  during  the  sixth 
decade.  About  half  of  the  patients  had  a his- 
tory of  abdominal  pain.  Vomiting,  diarrhea, 
and  intestinal  obstruction  were  unusual  clini- 
cal features.  Only  one  patient  in  this  group 
had  a recorded  history  of  food  intolerance, 
and  eosinophilic  leukocytosis  in  the  peri- 
pheral blood  smear  was  reported  in  none. 
These  lesions  were  usually  found  in  the  py- 
loric region  of  the  stomach  and  were  pre- 


dominantly localized  in  the  submucosa  with 
or  without  involvement  of  the  underlying 
muscularis.  Both  sessile  and  pedunculated 
lesions  have  been  reported.  Most  patients 
having  this  type  of  lesion  were  operated  upon 
because  of  the  possibility  of  malignancy.  The 
lesion  has  always  been  found  to  be  benign 
and  simple  excision  has  usually  effected  a 
cure. 

Vanek-®  described  the  following  distin- 
guishing features  of  these  lesions:  (1)  sub- 
mucosal stroma  made  up  of  fibroblasts  and 
collagen  fibers,  (2)  infiltration  of  the  stroma 
with  eosinophilic  leukocytes  and  lympho- 
cytes, (3)  arterioles,  blood,  and  lymph  capil- 
laries in  the  stroma,  and  (4)  a mucous  mem- 
brane covering  which,  in  places,  may  be  ul- 
cerated or  replaced  by  granulation  tissue. 
The  term  “eosinophilic  granuloma”  has  been 
applied  to  this  infiltrative  process  involving 
the  gastrointestinal  tract.  This  disease 
should  not,  however,  be  confused  with  eosino- 
philic granuloma  of  bone,  in  which  the  basic 
cells  are  histiocytes  or  reticulum  cells,  not 
fibroblasts. 

The  origin  of  the  infiltrative  eosinophilic 
granulocytes  is  obscure.  Ruzic  and  associates^ 
believed  that  their  case  represented  the  gas- 
tric lesion  of  Loeffler’s  syndrome,  but  no 
other  patient  has  been  reported  in  whom  pul- 
monary infiltrates  accompanied  a gastroin- 
testinal lesion.  Some  authors’  * have  empha- 
sized the  importance  of  vasculitis  in  their  pa- 
tients. Such  vascular  lesions  are  not  a con- 
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stant  feature  of  regional  eosinophilic  gastro- 
enteritis, but  do  suggest  that  a hypersen- 
sitivity mechanism  may  play  some  role  in  its 
etiology. 

Summary 

Eosinophilic  gastroenteritis  is  probably  not 
as  rare  as  the  infrequency  of  case  reports 
would  lead  one  to  suspect.  Our  cases  illus- 
trate how  it  may  mimic  regional  enteritis, 
acute  abdominal  emergency,  malabsorption, 
and  chronic  diarrhea.  If  the  diagnosis  is  sus- 
pected and  partially  confirmed  by  peroral 
biopsy  of  gastric  or  jejunal  mucosa,  a trial 
of  therapy  with  steroids  justifiably  may  be 
undertaken.  Surgical  treatment  is  then  re- 
served for  relief  of  obstructive  symptoms, 
at  which  time  the  diagnosis  may  be  con- 
firmed. 
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Colon  Injuries 

MALCOLM  0.  PERRY,  M.D. 


Experiences  of  surgeons  during  World  War  II 
and  the  Korean  War  resulted  in  an  improve- 
ment in  the  morbidity  and  mortality  rates 
from  acute  injuries  of  the  colon.  Concepts 
for  management  of  injuries  and  determina- 
tion of  proper  operative  measures  are  re- 
viewed in  this  article. 

I 1 THE  MORBIDITY  and  mortali- 

REviEw  ARTICLES  ty  froHi  acutc  injuries  of  the  colon 

■ and  rectum  have  been  significantly 
reduced  by  an  aggressive  surgical 
approach  to  these  problems.  This  improve- 
ment is  a result  of  the  experiences  of  mili- 
tary surgeons  during  World  War  II  and  the 
Korean  War.^  In  the  American  Civil  War, 
wounds  of  the  abdomen  carried  a mortality 
rate  of  approximately  90  percent,  and  it  was 
not  until  the  Boer  War  that  the  mortality 
rate  of  80  percent  of  patients  treated  con- 
servatively was  thought  excessive,  and  active 
intervention  was  viewed  more  favorably. 
During  this  time,  the  fatalities  from  wounds 
of  the  colon  eventually  dropped  to  less  than 
60  percent.  In  World  War  II,  an  impressive 
improvement  in  mortality  rates  from 
wounds  of  the  colon  was  noted.  Improved 
methods  of  triage  and  transportation,  ef- 
fective replacement  of  blood  and  fluid,  and 
early  surgical  intervention  combined  with 
ancillary  use  of  antibiotics  were  primarily 
responsible  for  this  improvement.  The  mor- 
tality rate  of  37  percent  for  wounds  of  the 
colon  in  World  War  II  was  reduced  to  ap- 
proximately 15  percent  during  the  action  in 
Korea.*^  The  majority  of  military  surgeons 
treating  patients  with  acute  injuries  of  the 
colon  tended  to  exteriorize  the  wound  as  an 
artificial  anus  to  prevent  further  soilage 
of  the  peritoneal  cavity.'^  This  approach  to 
treatment  of  these  particular  wounds  was 
duly  carried  over  into  civilian  practice,  and 


was  reflected  in  the  subsequent  reduction  in 
mortality  and  morbidity.  In  the  latter  phase 
of  the  Korean  conflict,  however,  some  modi- 
fication of  the  aggressive  technique  was 
noted  in  that  small,  primary  wounds  treated 
early  were  handled  by  primary  closure  with- 
out exteriorization. 

Acute  wounds  of  the  colon  which  occur  in 
a civilian  environment  exhibit  features  which 
may  result  in  a modification  of  the  indica- 
tions for  exteriorization  of  the  wound. The 
types  of  injury  usually  noted  in  a military 
situation  were  the  result  of  either  high  ve- 
locity missiles  or  fragmentation  missiles  in 
which  there  was  massive  destruction  of  tis- 
sue, and  usually  gross  soilage  of  the  perito- 
neal cavity.  In  the  civilian  environment,  the 
wounds  are  more  often  caused  by  low  velocity 
missiles,  and  are  usually  unassociated  with 
massive  destruction  of  surrounding  organs 
and  tissue.  The  time  from  wounding  to  initial 
treatment  in  the  civilian  situation  is  general- 
ly less  than  that  noted  during  a military  con- 
flict. Similarly,  associated  injuries  occurring 
in  civilian  accidents  do  not  tend  to  be  as  nu- 
merous nor  as  massive  as  those  of  a military 
environment,  and  this  has  a definite  influ- 
ence on  morbidity  and  mortality.^’  ‘ 

Etiology 

Acute  injuries  of  the  colon  and  rectum 
may  be  divided  into  penetrating  wounds  and 
wounds  resulting  from  blunt  trauma.  In  pene- 
trating wounds,  accidental  colon  injuries  may 
be  the  result  of  industrial  accidents  involv- 
ing explosions,  impalement,  penetrating  in- 
juries from  flying  objects,  or  blast  injuries. 
External  acts  of  violence  constitute  a large 
source  of  injuries  to  the  colon,  and  these  are 
generally  penetrating  injuries  caused  by  the 
use  of  guns  or  knives,  and  on  rarer  occasions, 
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blunt  abdominal  trauma.  Wounds  of  the  rec- 
tum, particularly,  may  be  the  result  of  in- 
strumentation during  the  process  of  sigmoid- 
oscopy or  the  administration  of  enemas. 
There  may  also  be  perforations  of  the  colon 
by  foreign  bodies,  which  pass  through  the 
alimentary  canal  into  the  colon.  Inadvert- 
ent penetration  of  the  colon  or  rectum  may 
occur  during  difficult  operations,  and  this  is 
especially  true  in  those  operations  which 
must  be  performed  in  the  pelvis  for  severe 
neoplastic  or  inflammatory  disease.  Falls,  re- 
sulting in  impalement  upon  sharp  objects 
may  produce  wounds  of  the  rectum.  Similar- 
ly, automobile  accidents  may  result  in  blunt 
trauma  to  the  abdomen,  and  produce  acute 
injuries  to  the  colon  and  rectum."* 

Diagnosis 

A systematic  diagnostic  approach  to  prob- 
lems of  abdominal  trauma  is  necessary,  but 
specific  examinations  of  the  colon  and  rec- 
tum may  be  necessary  to  delineate  an  in- 
jury. It  is  important  to  note  that  the  colon 
and  rectum  are  relatively  insensitive  to  per- 
foration, and  if  this  injury  occurs  alone,  it 
may  require  the  presence  of  peritonitis  to 
produce  symptoms  sufficient  for  the  patient 
to  seek  medical  aid."*  This  is  particularly 
dangerous  in  those  instances  in  which  in- 
strumentation is  the  etiologic  agent  produc- 
ing perforation  of  the  rectum  or  colon. 
Rectal  examination  and  sigmoidoscopy 
should  occupy  a prominent  portion  in  the 
examination  of  these  patients.  Diagnostic 
abdominal  x-rays  should  be  employed  to  de- 
termine if  there  is  a possible  perforated 
colon  with  leakage  of  air  into  the  free  peri- 
toneal cavity.  X-ray  studies  of  the  colon 
should  be  used  cautiously  in  view  of  the  high 
morbidity  and  mortality  associated  with 
leakage  of  barium  and  feces  into  the  free 
peritoneal  cavity.  The  use  of  aqueous  opaque 
media  is  preferable  in  those  instances  where 
penetration  of  the  colon  is  suspected. 

Management 

The  general  principles  of  management  of 
patients  with  abdominal  trauma  are  appli- 
cable to  those  patients  who  have  acute  in- 
juries of  the  colon.  It  is  important  that  the 
time  from  wounding  to  definitive  operation 
be  as  short  as  possible,  and  aggressive  man- 
agement of  fluid  and  blood  losses  should  be 
undertaken  at  once.  Surgical  exploration  and 


definitive  management  of  the  injuries  should 
be  kept  uppermost  in  mind  and  preoperative 
arrangements  made  expeditiously.  Preopera- 
tively,  systemic  antibiotics  should  be  start- 
ed in  all  patients  suspected  of  having  pene- 
trating injuries  of  the  colo-rectum. 

Surgical  exploration  of  these  patients  is 
done  through  a midline  incision  in  order  to 
allow  access  to  all  parts  of  the  abdominal 
cavity.  A thorough  and  complete  exploration 
of  all  abdominal  viscera  is  made,  for  the  mor- 
bidity and  mortality  vary  directly  with  the 
number  of  associated  injuries.  Bleeding 
should  be  controlled  as  rapidly  as  possible, 
and  immediate  efforts  brought  to  bear  to 
reduce  peritoneal  soilage  from  any  penetrat- 
ing wound  of  an  abdominal  viscus.  The  spe- 
cific care  of  the  wound  of  the  colon  should 
be  approached  by  noting  the  anatomic  dif- 
ferences between  the  intraperitoneal  and  ex- 
traperitoneal  large  intestine.  Particular  at- 
tention must  be  paid  to  the  type  of  wound, 
its  location,  the  amount  of  tissue  destruction, 
and  presence  of  associated  injuries,  and  the 
time  from  wounding  to  definitive  care. 

Wounds  of  the  intraperitoneal  colon  may 
be  divided  into  two  groups.  Small  primary 
wounds  located  on  the  antimesenteric  border 
which  are  seen  quite  early,  which  have  mini- 
mal tissue  destruction,  and  minimal  or  no 
peritoneal  soiling  may  be  closed  primarily. 
These  wounds,  especially  of  the  left  colon, 
and  in  the  absence  of  associated  injuries  of 
other  abdominal  viscera,  may  often  be  ade- 
quately managed  by  a primary  two-layer  clo- 
sure, in  which  generous  amounts  of  colon  are 
inverted  in  a transverse  fashion  in  order  to 
assure  a secure  coaptation  of  the  seromuscu- 
lar layer  of  the  colon.  Wounds  of  the  right 
colon,  containing  liquid  feces,  are  less  amen- 
able to  this  type  of  primary  closure,  for  of- 
ten gross  and  extensive  peritoneal  soiling 
follows  the  penetration  into  the  colon.  High 
velocity  missile  wounds  should  rarely,  if 
ever,  be  closed  primarily  because  tissue  de- 
struction is  often  excessive  and  may  not 
be  readily  apparent.  Extensive  debridement 
of  the  injured  area  should  be  undertaken. 

Acute  injuries  of  the  intraperitoneal  colon 
which  are  the  result  of  high  velocity  missiles, 
which  are  associated  with  extensive  destruc- 
tion of  tissues,  or  which  are  large  and  ragged 
in  nature,  and  are  located  near  or  involving 
the  mesenteric  border  should  not  be  closed 
primarily.  If  located  in  the  ascending,  trans- 
verse, or  descending  colon,  the  wound  may  be 
exteriorized  as  a colostomy.  Similarly,  if  the 
time  from  wounding  to  definitive  care  is  rela- 
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lively  long,  allowing  seeding  of  the  peritoneal 
cavity  with  a large  number  of  bacteria,  some 
type  of  colostomy  should  be  performed  either 
as  an  exteriorization  of  the  wound,  or  a prox- 
imal diverting  colostomy.  Primary  closure  of 
the  distal  wounds  is  permissible.  Although 
a loop  colostomy  may  be  done  for  expediency, 
a completely  diverting  double-barrel  colos- 
tomy is  favorable  in  most  instances.  When 
there  are  associated  massive  injuries  to  other 
viscera,  although  the  colon  wound  itself 
might  fulfill  the  indications  for  primary  clo- 
sure, a colostomy  is  indicated.  In  some  in- 
stances, there  may  be  massive  injury  of  the 
cecum,  or  the  ileocecal  area,  in  which  it  will 
be  necessary  to  resect  the  injured  bowel,  and 
do  an  ileotransverse  colostomy.  This  is  pref- 
erable to  the  performance  of  an  ileostomy; 
and  with  suitable  antibiotic  coverage  and  in- 
traluminal antibiotics,  is  an  adequate  pro- 
cedure.^ 

The  extraperitoneal  perforations  of  the 
rectum  must  be  evaluated  under  the  same 
principles  as  employed  for  those  colon  in- 
juries within  the  peritoneal  cavity.-’  ® If 
there  are  clean  lacerations  seen  early  with 
minimal  spillage,  primary  bowel  repair  is 
indicated  if  the  wound  is  accessible,  and  any 
damage  to  the  anal  sphincter  should  be  re- 
paired at  this  time.  Associated  perineal 
wounds  should  be  debrided,  and  if  grossly 
contaminated,  left  open.  If  debridement  is 
adequate,  and  these  wounds  are  clean,  they 
may  be  closed  with  drainage.  A proximal 
colostomy  is  then  done.  Those  wounds  of  the 
extraperitoneal  rectum  which  are  associated 
with  rather  ragged  lacerations  or  with  large 
amounts  of  devitalized  tissue,  should  be 
debrided  and  primary  closure  effected  if 
the  wound  is  accessible.  In  these  instances,  a 
perineal  wound,  if  present,  should  be  opened. 
Where  there  is  no  perineal  wound,  but  large 
amounts  of  tissue  destruction  about  the  ex- 
traperitoneal rectum,  presacral  drainage 
should  be  instituted  at  the  time  of  surgery. 
It  is  particularly  important  in  all  of  these 
instances  that  close  postoperative  supervi- 
sion by  the  operating  surgeon  be  performed, 
and  this  is  of  special  importance  if  primary 
closure  has  been  undertaken  as  the  method 
of  choice. 

Adjunctive  Measures 

Aggressive  replacement  of  fluid  and  blood 
loss  should  be  undertaken  immediately,  and 
general  supportive  measures  instituted.  At- 
tention to  possible  inj  uries  elsewhei'e  is  man- 


datory. Systemic  antibiotics  are  begun  in  the 
preoperative  period,  and  continued  for  sev- 
eral days  postoperatively.  The  use  of  peri- 
toneal and  intraluminal  instillation  of  anti- 
biotics has  been  advocated  by  experienced 
surgeons  in  this  field.  Certainly,  removing  all 
gross  fecal  material  from  the  peritoneal  cav- 
ity is  indicated,  but  instillation  of  intraperi- 
toneal  antibiotics  has  been  followed  by  some 
complications,  notably,  respiratory  depres- 
sion, especially  with  the  use  of  drugs  like 
neomycin  and  when  the  patient  is  under  anes- 
thesia. Placement  of  an  intraluminal  catheter 
for  postoperative  instillation  of  antibiotics 
as  advocated  by  Cohn^  may  add  further  pro- 
tection from  late  wound  disruption.  The  anti- 
biotics may  be  instilled  through  a small  poly- 
ethylene catheter  which  is  inserted  into  the 
bowel  proximal  to  the  areas  of  injury.  The 
bowel  is  then  secured  to  the  parietal  peri- 
toneum at  the  point  of  entrance  of  the  cathe- 
ter. One  percent  solutions  of  neomycin  or  15 
cc.  of  sterile  saline  with  1 gm.  of  kanamycin 
may  be  instilled  at  six-hour  intervals  for  the 
first  three  or  four  postoperative  days.^  The 
small  polyethylene  catheter  then  may  be  re- 
moved without  difficulty.  The  use  of  anti- 
biotics systemically  and  locally  may  reduce 
the  incidence  of  septic  complications,  and 
particularly  septic  shock. 

Summary 

The  improvement  in  the  morbidity  and 
mortality  attending  wounds  of  the  colon  is  a 
direct  result  of  an  aggressive  management. 
This  article  briefly  reviews  the  evaluation  of 
the  concepts  primarily  responsible  for  this 
improvement,  and  emphasizes  those  factors 
which  may  determine  the  various  operative 
procedures. 
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Hemorrhoidectomy  With 
Wound  Closure  and  Skin  Graft 


p ^ THIS  MUCH  maligned  surgical 
CLINICAL  medicine  procedure  causes  great  discomfort 

■ to  the  patient  at  best.  If  one  can 
reduce  this  discomfort  ever  so 
little  without  increasing  surgical  risk  or  vio- 
lating surgical  principles,  the  procedure 
should  be  worthwhile.  If  one  can  minimize 
discomfort  during  the  first  24  hours,  when 
it  is  usually  most  severe,  the  procedure  is 
to  be  recommended. 

A surgical  procedure  used  for  several 
years  which  has  reduced  immediate  post- 
operative discomfort  is  primary  closure  of 
wounds  with  employment  of  a full-thickness, 
sliding  skin  graft  that  covers  a posterior 
sphincterotomy  wound.  Fansler^  and  asso- 
ciates, as  well  as  other  surgeons,  have  been 
closing  anorectal  wounds  by  primary  suture 
for  many  years.  Because  of  my  concern 
about  wound  infection  with  abscess  forma- 
tion, I approached  the  first  wound  closure 
with  some  apprehension.  Since  infection  and 
abscess  formation  did  not  occur,  this  method 
has  been  used  almost  exclusively  during  the 
past  several  years.  To  be  sure,  there  is  not 
always  primary  healing ; rarely,  there  is 
wound  separation  after  seven  to  ten  days 
when  the  catgut  comes  away,  but  this  is 
after  the  period  of  maximum  discomfoiT 
and  the  wound  then  heals  by  secondary  in- 
tention. There  is  immediate  postoperative 
discomfort  that  requires  opiates  and  local 
heat,  but  I am  convinced  that  there  is  less 
discomfort  than  with  the  open-wound  meth- 
od. It  has  reduced  the  incidence  of  edema- 
tous skin  tags,  which  are  extremely  sensi- 
tive. There  is  less  discomfort  at  the  first 
stool  because  the  highly  alkaline  feces  do 
not  come  in  contact  with  an  open  wound 
where  sensory  nerve  fibers  are  exposed. 
Finally,  after  healing  is  complete,  the  pa- 
tient usually  has  a smooth  anus  which,  of 
course,  makes  everyone  happy. 

Technique 

A saddle-block  spinal  anesthetic  is  usually 
used.^  The  anesthesiologist  uses  5 mg.  of 


Pontocaine  containing  three  or  four  minims 
of  Adrenalin  injected  through  a 25-gauge 
spinal  needle.  The  small  needle  has  reduced 
the  incidence  of  spinal-puncture  headaches, 
and  the  anesthetic  agent  maintains  anes- 
thesia for  five  to  six  hours,  which  circum- 
vents the  severe  pain  immediately  following 
a general  anesthetic. 

The  lithotomy  position  is  thought  to  be 
more  comfortable  for  the  patient  than  the 
prone  position  and  has  less  incidence  of 
respiratory  embarrassment.  It  is  definitely 
more  comfortable  for  the  surgeon  who  pre- 
fers to  sit  on  a stool  with  instrument  tray 
in  the  lap.  Perianal  injections  of  40  percent 
ethyl  alcohol  or  an  analgesic  preparation  in 
oil,  previously  used,  have  been  discontinued. 
The  efficacy  of  these  preparations  as  a 
long-lasting  analgesic  has  always  been  ques- 
tioned. 

The  larger  Hill-Ferguson  anal  speculum 
is  used,  and  pHisoHex  is  employed  as  a lub- 
ricant. Whether  or  not  pHisoHex  is  instru- 
mental in  reducing  infection  cannot  be  defi- 
nitely determined,  but  it  makes  a most  satis- 
factory lubricant.  The  hemorrhoid  is 
grasped  with  forceps,  an  incision  is  made 
on  each  side  with  scalpel,  and  the  dissection 
is  completed  with  scissors.  The  hemorrhoidal 
apex  is  then  transfixed  with  either  00  or 
000  chromic  catgut  that  incorporates  a 
generous  “bite”  of  rectal  wall,  thus  im- 
mobilizing the  stump.  The  hemorrhoid  is 
excised  just  distal  to  the  ligature  and,  with 
the  same  suture,  the  entire  wound  is  closed 
tightly  with  a running  stitch.  Each  stitch 
incorporates  the  cut  edge  of  mucosa  or  anal 
skin  together  with  a generous  “bite”  of 
underlying  tissue  so  that  all  dead  space  is 
completely  obliterated  and  all  bleeding  is 
thus  controlled.  No  bleeder  is  ever  clamped 
and  ligated  separately.  This  is  time-consum- 
ing, unnecessary,  and,  since  each  buried 
suture  knot  makes  a small  slough,  this  is 
undesirable  in  a closed  wound. 

The  posterior  sliding  skin  graft  of  Kratzer 
and  Hamandi®  has  been  used  since  1960. 


Texas  State  Journal  of  Medicine 


. 


60 


Patient  comfort  is  an  ideal  goal  following 
hemorrhoidectomy.  The  author  describes  a 
technique  which  he  believes  has  helped 
achieve  at  least  a greater  measure  of  comfort 
for  his  patients. 


It  was  recommended  as  a covering  for  pos- 
terior sphincterotomy  wounds  because,  at 
times,  these  wounds  heal  slowly.  This  slow 
healing  is  attributed  to  the  acute  angle  made 
at  the  juncture  between  the  anal  canal  and 
rectum  posteriorly.  It  is  an  excellent  pro- 
cedure and  has  almost  solved  the  problem  of 
slow  healing  sphincterotomy  wounds. 

The  technique  of  Kratzer  and  Hamandi, 


HARRY  B.  BURR,  M.D. 


with  the  author’s  minor  modifications,  is  as 
follows:  two  radial  incisions,  about  1 cm. 
apart,  are  made  at  the  right  and  left  of  the 
posterior  anal  quadrant,  extended  upward 
through  the  rectal  mucosa  for  1.5  to  2 cm., 
and  outward  through  the  skin  for  about  4 
to  5 cm.  beyond  the  anal  verge.  The  entire 
graft  is  then  separated  from  underlying 
muscles  and  subcutaneous  tissue,  the  mucosa 


Fig.  1.  Hemorrhoidal  wound  with  continuous  suture. 
Fig.  2.  Wound  closed. 

Fig.  3.  Lines  of  incision  for  posterior  skin  graft. 

Fig.  4.  Dissection  of  graft. 

Fig.  5.  Excess  graft  excised  (dotted  line). 


Fig.  6.  a.  Varices  excised,  b.  Sphincterotomy  through  sub 
cutaneous  external  incision. 

Fig.  7.  Sutures  placed  in  graft. 

Fig.  8.  Operation  completed. 
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HEMORRHOI  DECT  OM  Y — Burr — continued 

cut  transversely  at  the  apex,  excess  mucosa 
excised  from  the  graft  (leaving  about  0.5 
cm.),  and  any  remaining  varicose  vessels 
trimmed  from  the  flap.  After  a sphincter- 
otomy through  the  subcutaneous  external 
sphincter  is  done,  the  flap  is  then  pulled  up 
into  the  rectum  and  mucosa  is  sutured  to 
mucosa,  and  skin  to  skin  with  00  chromic 
interrupted  sutures  until  both  incisions  are 
closed.  Each  suture  incorporates  underlying 
tissue  so  that  the  graft  is  snugly  fixed.  This 
enhances  primary  healing.  Many  times  such 
a graft  has  been  made  in  the  presence  of 
a posterior  anal  fissure  and  enlarged  anal 
papilla.  This  violates  the  recommendations 
of  Kratzer  and  Hamandi,  but,  after  the 
papilla  has  been  excised  and  the  edges  of  the 
fissure  trimmed,  healing  of  the  graft  plus 
fissure  proceeds  satisfactorily.  The  fissure 
heals  because  its  etiologic  agent,  an  enlarged 
papilla,  has  been  removed.  When  the  entire 
anal  circumference  is  involved  by  hemor- 
rhoids or  a mucous  membrane  prolapse,  a 
sliding  skin  graft  can  be  constructed  in  four 
quadrants  with  gratifying  results  by  re- 
ducing scar  formation  and  healing  time. 
This  procedure  was  recommended  by  Neu- 
meister  in  1959.^  Such  a procedure  has  also 
solved  the  problem  of  what  to  do  about  areas 
of  skin  between  hemorrhoidal  wounds  that 
one  wants  to  preserve,  but  under  which  may 
be  a plexus  of  external  hemorrhoidal  veins 
perhaps  0.5  to  1 cm.  thick.  It  is  treated 
exactly  as  a posterior  graft  after  mobilizing 
the  skin  and  trimming  the  excess  underlying 
veins. 

Postoperative  Management 

After  the  patient  returns  to  his  room, 
opiates  are  administered  and  warm  tap 
water  compresses  are  applied  locally  as 
needed.  The  patient  may  stand  to  void,  or 
walk,  with  help,  to  the  commode.  He  is  given 
a liquid  diet.  On  the  first  postoperative 
day,  opiates  are  given  by  mouth  as  needed, 
sitz  baths  are  started,  liquid  diet  is  con- 
tinued, and  a broad-spectrum  antibiotic  is 
given  by  mouth  in  the  usual  dose — 1 gm.  in 
four  doses  daily  for  three  days  only.  On  the 
second  postoperative  day,  a laxative  is  given 
at  6 a.m.,  supplemented  by  a water  enema 
with  a small  catheter  in  mid-afternoon  if 
necessary.  A full  diet  is  started.  Daily  in- 
spections of  the  wounds  are  made  and  the 
anal  canal  swabbed  with  cotton  applicator 
and  water-soluble  jelly  containing  an  anal- 


gesic. The  patient  usually  leaves  the  hospital 
on  the  fifth  or  sixth  postoperative  day.  No 
digital  examination  is  made  until  about  two 
weeks  postoperatively. 

Complications 

The  wounds  usually  heal  by  primary  in- 
tention. Rarely  is  there  a small  localized  in- 
fection at  the  edge  of  a wound  that  heals 
promptly  after  opening  with  a probe  or  re- 
moving a catgut  suture.  The  latter  is  usually 
the  culprit  that  causes  the  infection.  Rarely 
does  the  wound  separate.  There  has  been 
no  slough  or  gangrene  of  the  skin  graft. 

Occasionally,  the  wounds  heal  with  heavy 
scar  or  keloid  formation.  This  is  usually 
easy  to  correct,  in  an  office  procedure,  by 
incision  of  the  scar  at  the  edge  of  the  anus. 
There  have  been  no  postoperative  hemor- 
rhages during  the  time  that  this  method  has 
been  used.  I suspect  that  the  law  of  averages 
will  alter  that  fact  at  some  future  date. 
Perhaps  the  secret  of  preventing  seroma, 
abscess,  or  hemorrhage  is  the  meticulous 
obliteration  of  all  dead  space  with  the  suture 
that  incorporates  underlying  tissue  in  each 
stitch. 

Summary 

1.  Hemorrhoidectomy  with  wound  closure 
and  construction  of  a posterior  sliding  skin 
graft  has  reduced  immediate  postoperative 
discomfort.  Subsequent  discomfort  at  stool 
is  less  because  the  alkaline  feces  do  not 
come  in  contact  with  an  open  wound. 

2.  It  has  reduced  skin  tab  and  keloid 
formation  and  has  reduced  healing  time.  A 
smooth  anus  usually  results. 

3.  The  production  of  seroma  and  abscess 
formation,  together  with  postoperative 
hemorrhage,  is  minimized  by  obliteration  of 
all  dead  space  by  suture.  The  use  of  pHiso- 
Hex  as  a lubricant  or  the  use  of  a broad- 
spectrum  antibiotic  by  mouth  for  three  days 
may  or  may  not  help  prevent  infection.  The 
rectum  is  said  to  have  a certain  immunity 
to  infection. 
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Use  of  Mechanical  Pump 
In  Nasogastric  Feeding 


GEORGE  E.  FREEMAN,  JR.,  M.D. 


Described  is  a feeding  pump  which  allows 
a patient  to  be  fed  an  essentially  "regular" 
diet  via  a small  nasogastric  tube.  Although 
the  idea  for  its  construction  is  not  original, 
the  design  offers  advantages  in  simplicity 
of  construction,  economy,  and  operation. 

p EVERY  PHYSICIAN  is  familiar 

CLINICAL  MEDICINE  witli  tliG  profolems  encountered 

■ when  the  patient  cannot,  or  will 
not,  ingest  sufficient  water  and 
food  orally.  Such  patients  have  caloric,  fluid, 
and  electrolyte  disturbances  which  frequent- 
ly cannot  be  completely  satisfied  even  with 
supplemental  intravenous  therapy.  The  gen- 
eral categories  into  which  such  patients  fall 
are  (1)  comatose  patients,  (2)  those  with 
anorexia  from  any  cause,  (3)  vomiting  pa- 
tients, and  (4)  uncooperative  patients, 
especially  the  aged.  The  pump-feeding  meth- 
od is  useful  in  all  these  conditions,  and  also 
when  intake  is  not  the  major  problem,  but 
a uniform  rate  of  administration  is  desired, 
such  as  in  cases  of  bleeding  peptic  ulcer.  The 
method  is  frequently  effective  in  maintain- 
ing nutrition  in  patients  who  have  partial 
obstruction  of  the  upper  gastrointestinal 
tract. 

Feeding  is  usually  accomplished  by  mech- 
anical injection  with  a bulb  syringe,  or  by 
gravity  flow  through  a nasogastric  tube. 
Both  methods  are  difficult  to  regulate  prop- 
erly, and  the  bulb  syringe  method  is  time 
consuming  and  food  frequently  is  not  given 
in  small  increments  spread  over  a 24-hour 
period,  as  would  be  desirable.  Both  methods 
require  a high  water  content  per  unit  vol- 
ume, which  usually  is  reflected  in  a low 


caloric  level  per  unit  volume.  Even  if  suf- 
ficient calories  are  present  in  the  liquid 
medium,  diarrhea  frequently  develops  after 
a short  period  of  therapy,  causing  additional 
losses  of  water  and  valuable  electrolytes. 

The  following  method  was  devised  in  an 
attempt  to  overcome  these  problems  by 
allowing  a patient  to  be  fed  an  essentially 
normal  diet  (or  even  a diet  high  in  protein, 
carbohydrates,  or  fat)  without  an  associated 
high  water  content,  and  with  a constant  flow 
rate  which  can  be  accurately  regulated.  It 
requires  a minimum  of  time  from  the  phy- 
sician or  from  nursing  personnel,  and  is  ac- 
complished by  forcing  foodstuff  through  a 
small  nasogastric  tube  under  mechanical 
pressure  provided  by  an  electric  pump. 

The  pump  consists  of  a small  electric 
motor,  similar  to  those  used  for  animated 
signs  or  displays,  which  operates  two  wiper 
arms  equipped  with  rollers.  The  rollers  turn 
in  a shallow  well,  compressing  a small- 
diameter  rubber  tube  which  lies  about  the 
wall  of  the  well.  A simple  system  of  gears 
allows  adjustment  of  flow  rate.  The  prin- 
ciple is  the  same  as  that  utilized  in  many 
cardiopulmonary  pump  units.  As  the  rubber 
tube  is  compressed,  the  semisolid  medium 
is  forced  along  the  tube  and  into  the  stom- 
ach. The  flow  rate  is  constant  regardless 
of  the  consistency  of  the  mixture,  providing 
the  particle  size  is  small.  The  present  design 
allows  delivery  of  approximately  3,000  cc. 
per  24  hr.  at  slow  speed,  and  double  this 
amount  at  high  speed.  A completely  variable- 
speed  pump  could  easily  be  constructed,  but 
this  would  increase  the  cost  of  the  unit. 
Although  the  pilot  model  was  slightly  more 
expensive,  it  is  estimated  that  the  pumping 
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unit  demonstrated  can  be  constructed  for 
less  than  $100. 

The  food  mixture  consists  of  a regular 
diet,  prepared  in  the  diet  kitchen  and  whip- 
ped to  a mushy  consistency  in  a blender. 
We  have  usually  added  more  meat  or  other 
solid  food  to  increase  the  viscosity.  One  liter 
may  easily  be  made  to  contain  1,500  calories. 
Occasionally,  drugs  such  as  sedatives,  vita- 
mins, or  other  substances  to  be  ingested  are 
also  added  at  the  time  of  blending.  The  mix- 
ture is  sent  to  the  ward  in  ordinary  milk 
bottles  where  it  is  refrigerated  until  re- 
quired. In  use,  a bottle  of  the  mixture  is 
placed  in  a basin  of  ice  to  prevent  spoilage. 

The  pumping  unit  can  be  operated  inter- 
mittently, but  we  have  generally  depended 
on  round-the-clock  feeding  since  this  allows 
maximum  time  for  absorption  and  a uniform 
rate  of  administration,  and  prevents  hav- 


Fig.  1.  Front  view  of  the  pumping  unit  with  the  plastic 
face-plate  removed.  The  cone  in  the  foreground  spreods 
the  rollers  to  adjust  the  compression  of  the  rubber  tube, 
which  is  seen  beneath  the  rollers  in  the  well. 


ing  any  appreciable  volume  present  in  the 
stomach  at  any  one  time. 

Complications  have  been  minimal.  A few 
patients  still  have  diarrhea  with  prolonged 
feeding,  but  this  usually  can  be  controlled 
by  increasing  the  viscosity  of  the  mixture 
or  by  adding  small  amounts  of  Pro-Banthine 


Fig.  2.  Side  view  of  pump  shows  plastic  rollers  and  rubber 
tubing  which  lie  about  the  well  in  the  pump  unit.  Also 
note  the  knurled  knob  adjustment  for  increasing  tension 
on  the  tubing. 


Fig.  3.  At  the  rear  of  the  pump  are  the  actuating  switch, 
vents  for  cooling  the  motor,  and  a pilot  light.  Overall 
dimensions  of  the  unit  are:  length,  8 inches;  width,  4'/i 
inches;  and  diameter  of  well,  4 inches. 
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or  paregoric  to  the  food.  The  small  poly- 
ethylene tube  may  occasionally  become  plug- 
ged and  require  changing.  It  sometimes 
causes  irritation  of  the  nasal  mucosa,  and 
is  an  annoyance  to  the  rational  patient. 


use  and  construction  of  such  a pump  is  not 
a new  one,  but  it  has  not  been  exploited 
fully.  The  pumping  unit  described  has  cer- 
tain advantages  over  other  types.  This 
method  of  feeding  may  simplify  the  treat- 
ment of  debilitated,  comatose,  or  unco- 
operative patients  when  oral  food  intake  is 
otherwise  inadequate. 


A method  for  the  forced  feeding  of  semi- 
solid foods  via  the  nasogastric  route  with 
a compact,  easily  constructed,  and  inexpen- 
sive pump  has  been  presented.  The  idea  for 


^ Dr.  Freeman  died  Oct.  14,  1965.  Requests  for 
reprints  or  for  further  information  on  the  pump- 
ing unit  may  be  sent  to  Dr.  Thomas  F.  Hudgins, 
Jr.,  2259  West  Holcombe  Boulevard,  Houston  77025. 


Medical  Socrates  Proves  Successful 


How  do  experienced  practicing  physicians  react  when  they  are  un- 
expectedly faced  at  an  ordinary  meeting  with  a group  of  anonymous 
x-ray  films  to  be  evaluated  on  a moment’s  notice  before  an  assembly 
of  other  experienced  practicing  physicians  ? 

Dr.  J.  E.  Miller,  director  of  the  Department  of  Radiology  at  Baylor 
University  Medical  Center  in  Dallas,  found  out  for  himself  nearly  17 
years  ago. 

Shortly  after  he  joined  Baylor,  he  was  invited  to  speak  to  a medi- 
cal group  in  Tyler. 

“I  don’t  know  what  possessed  me  to  do  it,”  Dr.  Miller  says,  “but  I 
brought  x-ray  films  and  put  them  up  on  the  illuminator  and  called  on 
various  individuals  in  the  audience  to  come  up  and  evaluate  them  ob- 
jectively.” 

This  was  his  method  of  quizzing  medical  students,  interns,  and  resi- 
dents. But  the  difference  in  Tyler  was  that  these  men  were  practicing 
physicians,  “most  of  them  either  my  former  teachers  or  men  many 
years  my  senior.” 

To  Dr.  Miller’s  dismay,  the  physicians,  by  now  long  unaccustomed  to 
the  Socratic  method  of  teaching,  seemed  either  reluctant  to  give  their 
opinions  or,  worse,  embarrassed  when  they  did  not  perform  well. 

Says  Dr.  Miller:  “At  the  end  of  the  hour  session,  my  opinion  was 
that  the  whole  show  was  a complete  flop  and  that  I obviously  would 
never  be  invited  to  come  before  this  group  again  . . . Apparently  I 
have  made  mistakes  before,  and  this  must  have  been  one  of  them.” 

But  the  story  has  a happy  ending.  Those  reluctant,  embarrassed 
physicians  invited  Dr.  Miller  to  speak  not  only  the  next  year,  but  every 
year  since. 
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Torsion  of  a Hydatid  of  Morgagni 


ROBB  H.  RUTLEDGE,  M.D. 


A case  of  torsion  of  a hydatid  of  Morgagni 
is  presented.  It  represents  an  unusual  cause 
of  abdominal  pain  simulating  appendicitis. 


CASE  REPORTS 


MULTIPLE  CAUSES  of  abdom- 
inal pain  simulating  appendicitis 

■ have  been  described.  Most  of  these 
have  required  laparotomy  to  verify 
the  presence  or  absence  of  acute  appen- 
dicitis. Another  unusual  but  interesting 
cause  of  such  pain  is  reported. 


Case  Report 

A 12-year-old  girl  had  steady,  abdominal  pain 
and  was  admitted  to  the  Fort  Worth  Children’s 
Hospital  on  July  4,  1965. 

Her  symptoms  began  about  18  hours  earlier, 
when  onset  of  persistent,  dull,  nonradiating  pain 
in  the  middle  of  the  right  lower  quadrant  interfered 
with  her  sleep,  and  gradually  increased  in  severity. 
Although  the  pain  was  persistent,  it  was  relieved 
slightly  when  the  patient  was  still  and  was  aggra- 
vated when  she  moved  or  coughed.  About  six  hours 
before  admission  she  vomited  several  times  and 
remained  anorectic.  There  were  no  bowel  changes, 
or  symptoms  of  the  respiratory  or  urinary  tracts. 

Significant  history  included  several  milder  but 
shorter  episodes  of  abdominal  pain.  Her  menstrual 
periods  began  about  six  months  earlier,  and  were 
normal.  Her  most  recent  period  ended  several  days 
before  the  onset  of  pain. 

She  was  cooperative  but  moderately  ill,  and  re- 
mained motionless  except  when  asked  to  move.  Her 
rectal  temperature  was  100.6  F.  and  pulse  rate 
was  84.  Abnormal  physical  findings  were  limited 
to  definite  tenderness  in  the  right  lower  quadrant, 
with  cough  and  rebound  tenderness  referred  there 
as  well.  Peristalsis  was  normal  and  there  was  no 
mass.  The  hymen  was  intact.  Examination  of  the 
rectum  revealed  tenderness  on  the  right  side,  but 
no  bulging  or  mass. 

Results  of  urinalysis  were  normal.  Her  hemo- 
globin was  12  gm.  per  100  ml.  The  white  blood 


count  was  11,500  per  cu.  mm.  with  85  percent  poly- 
morphonuclear leukocytes.  A chest  x-ray  showed  no 
abnormalities. 

After  a short  period  of  observation,  surgery 
was  performed.  A transverse,  muscle-splitting 
incision  was  made  in  the  right  lower  quadrant. 
There  was  some  dark,  bloody  peritoneal  fluid,  and 
the  appendix  was  normal.  Extra  exposure  was 
obtained  by  dividing  the  anterior  rectus  sheath 
transversely,  retracting  the  rectus  muscle  medially, 
and  enlarging  the  peritoneal  incision  medially.  Both 
ovaries  were  normal.  Near  the  fimbriated  end  of 
her  right  uterine  tube,  however,  was  a 3 cm.  black, 
pedunculated,  twisted,  necrotic,  hydatid  of  Mor- 
gagni. It  looked  like  a large,  black  dew  drop.  This 
and  her  appendix  were  removed.  There  was  no  hy- 
datid on  her  left  tube.  She  recovered  quickly  and 
remains  well. 

Pathological  examination  confirmed  that  the  ap- 
pendix was  normal.  The  hydatid  cyst  was  red-black, 
with  cloudy  fluid  on  cut  section.  Microscopic  exami- 
nation of  the  cyst  showed  extensive  recent  hemor- 
rhage with  an  intact  lining  of  cuboidal  epithelial 
cells  compatible  with  the  torsion  seen  at  surgery. 

Discussion 

The  hydatid  of  Morgagni,  a common  find- 
ing at  pelvic  surgery,  represents  the  blind, 
dilated  end  of  the  remnant  of  the  Wolffian 
or  mesonephric  duct.^ 

The  cysts  are  small  and  only  rarely  reach 
a diameter  of  5 or  6 cm.  They  may  be  round 
or  oval  and  are  frequently  pedunculated. 
They  usually  are  located  near  the  fimbriated 
end  of  the  fallopian  tube. 

The  hydatid  cyst  is  commonly  of  no  clini- 
cal significance.  Larger,  more  medially 
placed  parovarian  cysts  are  more  likely  to 
cause  symptoms.  The  true  hydatid  of  Mor- 
gagni is  usually  innocuous. 

There  have  been  only  occasional  reports 
of  symptoms  from  the  hydatid  cysts.  Reich 
and  Nechtow^  report  one  case  of  such  a cyst 
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with  torsion  that  presented  as  an  acute  ab- 
dominal process  requiring  laparotomy. 

The  present  case  also  illustrates  the  occas- 
ional trouble  that  these  cysts  can  produce. 
The  torsion  was  a definite  finding,  obviously 
causing  the  clinical  symptoms.  One  wonders 
how  often  such  a torsion  actually  occurs.  It 
is  rarely  reported.  It  seems  that  the  path- 
ologic condition  present  would  cause  symp- 
toms significant  enough  to  justify  laparo- 
tomy in  most  cases.  Consequently,  torsion 


most  likely  is  a rare  occurrence,  and  is  prob- 
ably more  rare  than  the  torsion  of  the  appen- 
dix testis  in  the  male. 
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Traffic  Violations  vs.  Accidents  Studied 

If  a recent  traffic  study  in  Washington,  D.C.,  can  be  projected  to 
the  entire  country,  it  may  be  discovered  that  most  American  drivers 
are  incapable  of  driving  for  even  five  minutes  without  com.mitting  at 
least  one  traffic  violation,  and  more  probably  as  many  as  ten,  includ- 
ing, in  the  majority  of  cases,  exceeding  the  speed  limit. 

Guinea  pigs  for  the  study,  according  to  a story  in  the  Texas  Health 
Bulletin,  were  a group  of  304  men  in  Washington,  D.  C.,  who  did  not 
know  they  were  being  observed.  Cameramen,  riding  in  a truck,  fol- 
lowed each  driver  through  Washington  traffic  for  five  minutes  and 
took  motion  pictures  without  the  subject’s  knowledge.  Then  research- 
ers from  the  American  Institute  for  Research,  Silver  Spring,  Md., 
studied  the  film  in  a studio. 

“It  was  found  that  nearly  all  drivers  committed  at  least  one  error 
during  the  five  minutes,  and  that  the  average  number  of  errors  was 
9.18,”  said  the  report.  “Speeding  was  the  most  frequent  error,  noted 
in  87  percent  of  the  cases.” 

The  study,  supported  by  the  Division  of  Accident  Prevention,  Public  ' 
Health  Service,  US  Department  of  Health,  Education,  and  Welfare, 
will  not  be  completed  for  four  years.  Designed  to  determine  whether 
the  drivers  who  committed  the  most  violations  in  the  study  will  have 
the  most  accidents,  the  researchers  will  check  the  number  of  violations 
with  the  number  of  accidents  for  each  driver  four  years  from  now. 

At  no  time  during  or  after  the  study  will  the  drivers  be  publicly 
identified. 

Besides  the  87  percent  who  exceeded  the  speed  limit,  drivers  com- 
mitted these  violations:  failure  to  stay  in  lane,  63  percent;  changing 
lanes  without  caution,  20  percent;  following  too  closely,  17  percent; 
turning  without  signaling,  46  percent ; changing  lanes  without  sigmal- 
ing,  80  percent;  crashing  a traffic  light,  15  percent;  improper  passing, 

6 percent;  improper  turning,  11  percent;  and  improper  stopping 
(usually  in  pedestrian  walkways),  34  percent. 
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Perforation  of  Ileum 
At  Site  of  Previous  Anastomosis 


PERFORATIONS  of  the  small 


CASE  REPORTS  liitestine  may  be  divided  into  two 

■ types,  those  occurring  following 
trauma  and  those  where  no  trauma 
was  present.  The  latter  type  has  frequently 
been  termed  “spontaneous”  although  usually 
a preexisting  lesion  causes  the  perforation. 
This  was  observed  in  the  following  case. 

Trauma  causing  perforation  or  rupture 
of  the  bowel  can  be  external,  as  in  penetra- 
ting injuries  of  the  abdomen  and  intestine, 
or  as  in  closed  abdominal  injuries  where 
rupture  occurs.  This  latter  is  frequently 
associated  with  hernia.^  Trauma  may  also 
occur  from  within  the  lumen,  when  ingested 
or  introduced  materials  are  the  cause;  per- 
foration following  intestinal  obstruction 
would  be  included  here. 

While  atraumatic  perforation  of  the 
small  intestine  is  relatively  rare,  the  causes 
leading  to  it  are  numerous.  Markowitz^  and 
Bregman  and  Hojman^  have  comprehensive 
reviews  of  uncommon  and  “spontaneous” 
perforations  of  the  small  bowel.  There  are  a 
few  reports  of  small  bowel  rupture  in  the 
newborn.^  Higgins  and  associates®  have  re- 
viewed the  literature  on  perforation  of  small 
bowel  tumors  and  there  are  many  inflamma- 
tory diseases  which  cause  perforation  of  the 
small  bowel,  ranging  from  nonspecific®  to 
those  of  bacterial  origin  and  unknown  causes 
such  as  regional  enteritis.'^  Vascular  diseases 
such  as  periarteritis  nodosa®  and  thrombo- 
angiitis obliterans®  have  been  factors,  as 
have  congenital  or  acquired  defects  in  the 
bowel  wall,  namely  diverticula.^® 


Case  Report 

A 32-year-old  white  man  was  admitted  to  Harris 
Hospital  Feb.  21,  1964,  approximately  12  hours 


after  being  awakened  by  a sharp  pain  in  the  right 
side  of  his  abdomen.  The  pain  persisted;  it  was 
steady  but  there  was  no  cramping,  nausea,  or 
vomiting.  He  had  no  unusual  abdominal  symptoms 
before  retiring  the  preceding  night,  nor  had  he 
ever  had  a similar  episode  of  pain.  He  had  a 
spontaneous  defecation  the  day  of  admission  and 
the  day  preceding  his  illness. 

In  July,  1962,  the  patient  had  sustained  multiple 
fractured  ribs  and  a closed  injury  to  the  abdomen 
in  an  automobile  accident.  At  that  time,  approxi- 
mately 18  inches  of  ileum  was  resected  and  an 
end-to-end  anastomosis  performed.  His  convales- 
cence was  satisfactory  but  prolonged.  He  had  some 
abdominal  cramping  and  two  to  four  bowel  actions 
daily  for  approximately  three  months,  but  follow- 
ing this  had  no  abdominal  difficulties  at  all. 

In  1960,  a bilateral  inguinal  herniorrhaphy  had 
been  performed  with  no  recurrence  of  hernia. 

At  the  time  of  admission  the  patient  was  acutely 
ill,  but  showed  no  signs  of  dehydration  or  shock. 
The  pulse  rate  was  110  per  minute;  oral  tempera- 
ture was  100  F.  A long  right  rectus  scar  and  bi- 
lateral inguinal  herniorrhaphy  scars  were  present. 
There  was  no  hernia  and  no  distention,  but  bowel 
sounds  were  absent.  There  was  some  referred  ten- 
derness to  the  right  side  of  the  abdomen  generally 
from  the  left,  but  no  further  localization.  Roent- 
genograms of  the  abdomen  showed  two  or  three 
bubbles  of  gas  on  the  right  side  of  the  small  bowel, 
but  these  were  not  impressive.  No  free  air  was 
present  in  the  abdominal  cavity.  The  white  blood 
count  was  22,400  and  the  differential  showed  a 
shift  to  the  left.  Hemoglobin  content  and  urinalysis 
were  normal. 

The  tentative  diagnoses  were  acute  appendicitis 
or  strangulated  loop  obstruction  of  the  small  bowel. 
At  surgery  some  free,  turbid  fluid  was  found  in 
the  abdomen.  The  appendix  was  normal.  There 
was  no  obstruction,  but  a mass  of  small  intestine 
was  present  in  the  right  upper  quadrant  adherent 
to  the  anterior  abdominal  wall.  This  was  freed  by 
blunt  and  sharp  dissection  and  brought  into  the 
wound.  Perforation  of  the  small  bowel  on  the 
mesenteric  border  at  the  site  of  a previous  end- 
to-end  anastomosis  was  found.  A clamp  could  be 
inserted  into  the  lumen  of  the  bowel  through  this 
perforation,  which  was  on  the  lateral  aspect  of 
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A case  of  acute  perforation  of  the  small 
intestine  at  the  site  of  a previous  end-to-end 
anastomosis  is  presented.  The  patient  had  his 
original  resection  and  anastomosis  for  trauma 
19  months  before  his  "spontaneous"  perfora- 
tion, with  no  intercurrent  symptoms.  No  simi- 
lar case  has  been  found  in  the  literature. 


the  wall  of  the  ileum  just  at  the  junction  with 
the  mesentery.  This  site  was  approximately  one 
meter  from  the  ileocecal  valve.  A moderate  amount 
of  induration  and  edema  of  the  bowel  and  mes- 
entery was  present  in  this  area.  Approximately 
18  cm.  of  small  bowel  were  resected  along  with 
the  mesentery  and  an  end-to-end  anastomosis  per- 
formed. 

The  patient  recovered  well  and  had  no  further 
abdominal  difficulties. 

Examination  of  the  lumen  of  the  excised  bowel 
revealed  a thick  band  of  tissue  at  the  site  of 
anastomosis  which  did  not  occlude  the  bowel  but 
comprised  only  a small  portion  of  the  circumference. 
There  was  a granulomatous  reaction  in  this  area 
consisting  of  giant  cells  and  plasma  cells,  with 
old  suture  material  present.  Edematous,  subacute 
inflammatory  changes  in  the  entire  bowel  wall  were 
present  in  this  area,  and  the  perforation  was 
thought  to  be  at  this  site. 

Discussion 

The  sequence  of  events  that  led  to  this 
perforation  is  obscure.  The  absence  of 
symptoms  prior  to  the  acute  perforation 
leads  one  to  think  that  the  process  probably 
originated  within  the  lumen.  The  granu- 
lomatous area  at  the  site  of  the  previous 
anastomosis  was  probably  the  site  of  a 
simple  ulcer  which  perforated.  The  absence 
of  obstruction,  foreign  body,  tumor,  specific 
infection,  or  other  abnormality  makes  this 
the  most  likely  course. 

The  literature  shows  no  similar  case  of 
perforation  of  the  small  bowel  at  the  site  of 
an  earlier  end-to-end  anastomosis.  Gros^^ 
reported  a case  in  which  perforation  occur- 
red ten  years  after  a side-to-side  anastomosis 
at  the  blind  end  of  the  proximal  limb  of 
ileum. 

Orr^s  reported  a case  of  perforation  one- 
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fourth  inch  proximal  to  a simple  stricture  of 
the  ileum  and  thought  it  to  be  due  to  ob- 
struction, though  there  was  minimal  dila- 
tation of  the  small  intestine  at  the  time  of 
surgery.  He  postulated  that  an  acute  ulcer 
might  have  precipitated  the  perforation. 

Oliver  reported  a similar  case  occurring 
in  the  jejunum. 
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Carcinoma  of  the  Jejunum 


CARCINOMA  OF  the  jejunum  is 
CASE  REPORTS  raue.  According  to  Ewing^  it  ac- 

■ counts  for  3 percent  of  all  gastro- 
intestinal carcinomas,  and  Bockus^ 
gives  the  autopsy  incidence  as  0.5  percent. 
Pridgen  and  associates^  reported  44  cases  of 
carcinoma  of  the  jejunum  seen  at  the  Mayo 
Clinic  over  40  years,  and  Colcock  and  Adam- 
son^ reported  27  cases  seen  during  30  years 
at  the  Lahey  Clinic.  In  the  past  20  years  at 
the  Southern  Pacific  Hospital,  Houston, 
there  have  been  two  cases,  and  one  is  re- 
ported. 


Case  Report 

A white  man,  age  67,  was  admitted  on  June  20, 
1958,  because  of  intermittent  abdominal  pain  and 
vomiting  of  two  months’  duration.  He  had  been 
vomiting  almost  every  day  after  eating,  had  lost 
between  20  and  25  pounds,  and  complained  of  oc- 
casional pain  in  the  epigastric  and  umbilical  areas. 
There  was  no  history  of  abnormal  stools  or  bowel 
habits,  nor  of  hematemesis  or  melena.  There  were 
no  complaints  referable  to  the  cardiorespiratory, 
genitourinary,  or  neuromuscular  systems.  In  ad- 
dition to  the  usual  childhood  diseases,  he  had 
hemorrhoidectomy,  removal  of  a growth  on  his  spine, 
and  in  1930,  an  appendectomy.  There  was  no  history 
of  injuries,  nor  familial  history  of  cancer.  He  had 
smoked  one  package  of  cigarettes  a day  for  20 
years,  but  quit  in  1939. 

He  was  well  developed,  well  nourished,  and  did 
not  appear  to  be  in  acute  distress.  His  temperature 
was  98.6  F.,  respirations  20,  blood  pressure  130/80 
mm.  of  mercury,  and  pulse  rate  76.  The  heart  and 
lungs  were  normal.  There  were  no  enlarged  lymph 
nodes.  The  right  upper  quadrant  of  the  abdomen 
was  slightly  tender,  with  some  muscle  contraction. 
However,  there  were  no  palpable  masses  nor  any 
notable  distention.  Except  for  a few  small  hemor- 
rhoidal tags,  the  rectum  was  normal.  The  prostate 
was  enlarged  (3-|-)  but  no  nodules  were  palpable. 
Results  of  urinalysis  were  normal.  Complete  blood 
count  showed  hemoglobin,  12  gm.  per  100  ml.,  and 
white  blood  cells,  6,700  with  normal  differential. 


VDRL  was  negative.  Analysis  of  gastric  fluid  re- 
vealed 30  degrees  of  free  acid,  and  45  degrees  total 
acidity  on  the  fasting  specimen,  and  a trace  of  oc- 
cult blood.  No  tumor  cells  were  found  on  cytological 
examination  of  material  obtained  by  enzyme  (chy- 
motrypsin)  lavage  of  the  stomach.  Gastroscopy 
showed  no  abnormalities,  nor  did  roentgenograms  of 
the  chest  and  colon.  Roentgenograms  of  the  upper 
gastrointestinal  tract  indicated  retention  of  barium 
in  the  stomach,  with  evidence  of  what  was  thought 
to  be  a partial  pyloric  stenosis  of  undetermined 
cause.  There  was  no  evidence  of  an  obstructive  lesion 
in  the  small  bowel. 

The  preoperative  diagnosis  was  pyloric  obstruc- 
tion, probably  caused  by  an  old  peptic  ulcer.  At 
exploratory  laparotomy  July  9,  1958,  an  annular 
obstructing  carcinoma  involving  the  jejunum,  ap- 
proximately four  inches  distal  to  the  ligament  of 
Treitz,  was  found.  This  segment  of  jejunum  was 
resected  along  with  a wide  wedge  of  mesentery, 
and  an  end-to-end  anastomosis  was  accomplished 
between  the  fourth  portion  of  the  duodenum  and  the 
jejunum.  There  was  no  evidence  of  gross  extension 
of  tumor  to  any  other  portion  of  the  abdominal 
cavity.  The  pylorus  was  normal,  however,  a stric- 
ture which  would  barely  admit  the  tip  of  the  index 
finger  was  felt  in  the  second  portion  of  the  duo- 
denum approximately  one  inch  distal  to  the  ampulla 
of  Vater.  It  was  incised  from  the  inside,  and  the 
longitudinal  entrance  incision  in  the  pylorus  was 
closed.  The  patient  recovered  well,  and  has  been 
examined  periodically  for  the  past  seven  years.  He 
is  well  and  has  no  evidence  of  recurrent  disease. 

Examination  of  Tissue. — About  the  center  of  the 
specimen  (21  cm.  of  small  intestine)  there  was  a 
firm,  indurated,  ring-like  constriction,  narrowing 
the  circumference  to  4 cm.  The  linear  extension  of 
this  involvement  measured  2 to  3 cm.,  and  the  wall 
was  thickened.  The  serosal  surface  bulged  with  un- 
derlying grayish  tumor  mass.  In  the  attached  seg- 
ment of  mesentery,  several  nodules  were  palpated. 

Microscopic  study  showed  a neoplastic  tissue  form- 
ing pseudoglandular  structures,  and  made  up  of  ana- 
plastic epithelium.  There  was  moderate  inflamma- 
tory cell  infiltration  accompanied  by  a fibroblastic 
proliferation.  Central  portions  of  some  of  the  in- 
vading cords  of  carcinoma  were  necrotic.  The  tumor 
tissue  had  invaded  the  entire  thickness  of  the  in- 
testinal wall  and  extended  into  the  serosa  or  mesen- 
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A patient  with  adenocarcinoma  of  the  je- 
junum has  survived  seven  years  after  surgi- 
cal treatment,  and  has  no  signs  of  recurrent 
disease.  The  case  is  presented,  with  a brief 
review  of  literature  and  discussion  of  path- 
ology, clinical  features,  and  treatment. 


tery.  Twenty  mesenteric  lymph  nodes  were  found, 
and  sections  of  these  contained  no  evidence  of  meta- 
static tumor. 

Discussion 

There  are  several  types  of  malignant 
tumor  of  the  small  intestine.  Pagtalunan  and 
associates,®  in  an  analysis  of  370  cases,  found 
that  39  percent  were  adenocarcinoma,  21 
percent  carcinoid,  19  percent  malignant 
lymphoma,  14  percent  leiomyosarcoma,  and 
the  remaining  7 percent  included  angioendo- 
thelioma,  villous  carcinoma,  fibrosarcoma, 
and  undetermined  types.  Thus  the  most  com- 
mon malignant  tumors  of  the  small  intestine 
are  adenocarcinomas,  about  half  of  which 
occur  in  the  jejunum.  Carcinoid  tumors,  the 
second  most  common  type,  occur  predomi- 
nantly in  the  ileum.  Histopathologically, 
carcinomas  of  the  jejunum  may  be  differ- 
entiated or  anaplastic,  even  to  the  point  of 
confusion  with  sarcoma.  Any  of  these  histo- 
logical types  may  be  divided  by  their  gross 
morphology  into  annular,  ulcerative,  or  poly- 
poid growths.  Obstruction  is  the  usual  re- 
sult, whereas  perforation  and  hemorrhage 
are  rare.  Because  of  difficulty  in  diagnosis, 
metastases  are  likely  to  occur  before  dis- 
covery of  the  primary  lesion.  Invasion  in- 
volves first  the  mesenteric  lymph  nodes, 
then  the  peritoneum,  liver,  lungs,  bones,  and 
other  portions  of  the  body. 

Adenocarcinoma  of  the  jejunum  is  a diag- 
nostic enigma.  The  clinical  features  are 
vague  and  obscure.  These  tumors  usually  are 
seen  in  the  fifth  or  sixth  decade  of  life; 
however,  recently  a jejunal  adenocarcinoma 
in  a child  was  reported.®  Intestinal  bleeding, 
unaccountable  anemia,  and  recurring  symp- 
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toms  of  partial  or  complete  intestinal  ob- 
struction are  the  usual  manifestations.  Rare- 
ly, acute  perforation,  sudden  hemorrhage, 
or  acute  obstructive  intussusception  are  the 
presenting  clinical  signs.  Roentgenological 
diagnosis  is  not  often  successful  except  from 
the  negative  standpoint  of  eliminating  more 
common  gastrointestinal  disorders.  Never- 
theless, examination  by  progressive  roent- 
genograms after  a test  meal  is  the  only  pos- 
sible decisive  diagnostic  method. 

Treatment  of  adenocarcinoma  of  the  small 
intestine,  when  feasible,  is  by  resection  with 
reestablishment  of  the  intestinal  tract  con- 
tinuity. Occasionally  a by-pass  entero-anas- 
tomosis  must  be  done,  but  even  in  the  pres- 
ence of  known  metastasis,  resection  usually 
may  be  done  with  a facility  equal  to  that  of 
the  palliative  procedure. 

The  average  five-year  survival  rate  from 
adenocarcinoma  of  the  intestine  was  re- 
ported by  Pagtalunan  and  associates®  as  22 
percent,  whereas  the  survival  rate  in  cases 
of  malignant  lymphoma  of  the  small  intes- 
tine is  40  to  50  percent. 
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C-14  AS  MICROGRAMS  NICOTINIC  ACID  PER  LITER  OF  PLASMA 


Sustained  circulatory,  respirator) 
and  cerebral  stimulation  for  th( 


TIME  AFTER  ADMINISTRATION  (Hours) 


(fewer  absent  doses  by 
absent-minded  patients) 


Human  volunteer  subjects  were  administered  Geroni- 
azol  TT  tablets  with  the  nicotinic  acid  component 
made  radioactive  with  C-14.  Plasma  and  urine  sam- 
ples were  analyzed.  ( See  Figures  I and  II ) The  radio- 
active tracer  study  substantiated  the  previous  clinical 
evidence  that  the  release  of  nicotinic  acid  from  the 
Geroniazol  TT  tablet  produced  a gradual  rise  in 
plasma  levels  to  a plateau  for  a total  of  12  hours  and 
more. 

Such  proven  sustained  activity  makes  the  manage- 
ment of  geriatric  patients  much  easier  by  minimizing 
the  possibility  of  neglected  doses  through  absent- 


mindedness or  senile  confusion.  Therapy  can  be  con- 
tinuous on  a daily  dose  of  only  one  Geroniazol  TT  tab- 
let every  12  hours. 

The  gradual  release  of  nicotinic  acid  in  Geroniazol 
TT  will  provide  the  well-known  peripheral  vasodilata- 
tion needed  in  patients  with  deficient  circulation  and 
with  a minimum  amount  (if  any)  of  “flushing.”  Also, 
cerebrovascular  circulation  is  complemented  by  pen- 
tylenetetrazol, long-established  as  a cerebral  and  res- 
piratory stimulant. 

Geroniazol  TT  improves  the  typical,  unfortunate, 
signs  of  senile  confusion.  Patients  become  more  alert. 


— 

Clinicopathologic  Conference 

Robert-  F.  Peterson,  M.D.;  Jorge  Valenzuela,  M.D.;  Arno  W.  Sommer,  M.D.; 

Santiago  A.  Sanchez,  M.D.;  J.  Arnold  Bargen,  M.D.;  and  Raleigh  R.  White,  M.D. 


The  patient's  symptoms,  vomiting  and  cramp- 
ing in  the  lower  abdomen,  spanned  40  years. 
Roentgenograms  indicated  obstruction  of  the 
small  bowel,  and  the  preoperative  diagnosis 
was  recurrent  regional  enteritis. 

I 1 A WHITE  WOMAN,  age  56,  was 

CPC  first  seen  at  the  Scott  and  White 
Clinic  on  July  18,  1963.  She  had 
frequent  regurgitation  of  a “salty 
acid”  fluid  into  her  throat  and  cramping  of 
her  lower  abdomen,  but  no  diarrhea.  A tarry 
stool  had  been  noted  once.  She  had  been 
hospitalized  for  her  symptoms  seven  or  eight 
years  previously.  At  that  time,  blood  was  not 
detected  in  the  feces.  She  was  taking  sali- 
cylazosulfapyridine  (Azulfidine) , two  tab- 
lets four  times  daily,  and  Donnatal  before 
meals. 

Past  History:  The  patient’s  “colitis”  was 
of  many  years’  duration.  In  fact,  she  had 
vomiting  with  cramping  in  the  lower  ab- 
domen when  she  was  a teenager,  and  in  an 
attempt  to  relieve  the  cramping,  a uterine 
suspension  operation  had  been  performed. 
She  had  contracted  amebiasis  while  in  Peru 
20  years  previously,  but  one  examination  of 
the  feces,  performed  just  before  the  present 
admission,  was  negative  for  Amoeba.  Hypo- 
thyroidism had  been  established,  and  the 


This  concludes  a series  of  six  clinicopathologic 
conferences  from  Scott  and  White  Clinic,  Temple. 
Dr.  Peterson,  Department  of  Surgical  Pathology 
and  Pathologic  Anatomy,  serves  as  guest  editor. 
Other  participants  are  Dr.  Valenzuela,  fello-w  in  gas- 
troenterology; Dr.  Sommer,  Department  of  Radio- 
logy and  Radioactive  Isotopes;  Dr.  Sanchez,  De- 
partment of  Internal  Medicine,  Section  on  Car- 
diology; Dr.  Bargen,  Section  on  Gastroenterology 
and  Director  of  Medical  Education;  and  Dr.  White, 
Department  of  General  Surgery. 


patient  was  taking  desiccated  thyroid,  2 
grains,  daily. 

Pertinent  Family  History:  One  sister  had 
been  treated  surgically  for  an  “ulcerated 
bowel  with  adhesions.”  A brother  had  an 
operative  procedure  for  intestinal  obstruc- 
tion which  was  believed  to  be  secondary  to 
failure  of  the  umbilical  cord  structures  to 
involute.  An  uncle  had  tuberculosis. 

Physical  E xamination:  The  patient 
weighed  143  lb.  and  was  5 ft.  2 inches  tall. 
Her  vital  signs  were  within  normal  limits. 
Blood  pressure  was  130  nun.  of  mercury, 
systolic,  and  80  mm.  of  mercury,  diastolic. 
Auscultation,  percussion,  and  palpation  did 
not  reveal  any  evidence  of  cardiac  enlarge- 
ment. The  aortic  second  sound  was  equal  to 
the  pulmonic  second  sound.  A systolic  mur- 
mur (grade  2),  thought  to  be  hemic  in 
origin,  was  heard.  Palpation  of  the  abdomen 
revealed  some  distention  and  tenderness  in 
the  lower  quadrants.  The  uterus  was  not 
enlarged,  and  adnexal  masses  were  not 
palpable. 

Clinical  Investigation:  The  proctoscopic 
examination  showed  the  rectum  to  be 
normal  to  24  cm.  Roentgenographic  studies 
revealed  a normal  esophagus,  stomach,  and 
duodenum.  The  upper  jejunum  was  normal, 
but  the  flow  of  barium  became  obstructed 
at  approximately  the  distal  jejunum  or  up- 
per ileum.  Just  proximal  to  this  obstruction, 
the  small  bowel  was  dilated. 

Laboratory  studies  included  urinalysis 
which  revealed  values  within  normal  limits. 
The  patient’s  hemoglobin  was  10  gm.  per 
100  ml.  and  her  white  blood  count  was  6,100 
per  cu.  mm.  with  73  percent  neutrophils,  24 
percent  lymphocytes,  and  3 percent  mono- 
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cytes.  Her  sedimentation  rate  was  7 mm.  in 
one  hour  (Westergren) . Her  blood  glucose 
level  was  86  mg.  per  100  ml.,  and  blood  urea 
nitrogen  was  16  mg.  per  100  ml.  A serum 
electrolyte  series  revealed  these  values : 
chlorides,  110  mEq.  per  liter;  sodium,  133 
mEq.  per  liter;  carbon  dioxide,  23.7  mEq. 
per  liter;  and  potassium,  3.4  mEq.  per  liter. 
The  patient’s  basal  metabolic  rate  was  — 1 
percent.  Kline  test  results  were  negative. 

A laparotomy  was  performed.  The  middle 
of  the  jejunum  was  dilated,  and,  at  the  distal 
part  of  the  dilation,  an  umbilicated,  intra- 
luminal lesion  was  causing  constriction.  En- 
larged mesenteric  lymph  nodes  were  noted. 
No  lesion  was  evident  in  the  liver. 

Differential  Diagnosis 

DR.  JORGE  VALENZUELA:  This  pa- 
tient’s history  of  symptoms  spanned  40 
years;  however,  the  details  are  scarce.  Per- 
haps we  can  bring  out  other  pertinent  facts. 

Was  there  any  change  in  symptomatology 
just  prior  to  her  admission  in  1963? 

DR.  ROBERT  F.  PETERSON : Only  that 
the  soreness  in  the  lower  abdomen  had  been 
increasing  in  severity. 

DR.  VALENZUELA:  Was  vomiting  a 
symptom  ? 

DR.  PETERSON:  Yes. 

DR.  VALENZUELA:  Did  the  patient 
have  fever? 

DR.  PETERSON:  No. 

DR.  VALENZUELA:  Was  the  abdominal 
cramping  related  to  meals  or  bowel  move- 
ments ? 

DR.  PETERSON:  No  correlation  was 
noted  in  the  case  histoiy. 

DR.  VALENZUELA:  Was  the  cramping 
related  to  positional  changes? 

DR.  PETERSON:  No. 

DR.  VALENZUELA : Was  there  a history 
of  flushing  or  cyanosis? 

DR.  PETERSON:  No. 

DR.  VALENZUELA:  Was  she  taking 
medications  such  as  thiazide  preparations? 

DR.  PETERSON:  Nothing  other  than  the 
drugs  mentioned  in  the  protocol. 

DR.  VALENZUELA:  Were  other  surgi- 
cal procedures  performed  prior  to  the 
uterine  suspension? 

DR.  PETERSON:  No. 

DR.  VALENZUELA:  The  patient’s 
symptoms  began  many  years  before  the 
surgical  procedure  in  1963,  and  I assume 


that  the  same  disease  was  responsible  for 
the  entire  clinical  course.  A late  complica- 
tion could,  perhaps,  be  suspected. 

I believe  enough  evidence  is  available  to 
rule  out  the  primary  and  secondary  mal- 
absorption syndromes  that  produce  steator- 
rhea. This  patient  had  amebiasis  many  years 
ago.  Although  one  examination  of  the  feces, 
which  was  negative  for  Amoeba,  is  not  suf- 
ficient to  exclude  this  disease,  normal  proc- 
toscopic findings  would  be  unusual.  Also, 
during  progression  of  chronic  amebiasis, 
diarrhea  is  a major  complaint. 

The  important  symptoms  of  abdominal 
cramping  and  vomiting  cause  me  to  suspect 
obstruction  of  the  upper  gastrointestinal 
tract.  The  differential  diagnosis  should  be- 
gin with  a review  of  the  roentgenograms. 

DR.  ARNO  W.  SOMMER:  Roentgeno- 
grams of  the  chest  showed  no  abnormalities 
of  the  heart  and  lungs.  When  the  upper 
gastrointestinal  tract  was  examined,  the 
esophagus,  stomach,  and  duodenum  appeared 
normal  except  for  a small  diverticulum  of 
the  second  portion  of  the  duodenum.  Barium 
progressed  through  the  upper  and  middle 
portions  of  the  jejunum  at  the  usual  rate 
without  evidence  of  abnormality.  In  the 
approximate  region  of  the  distal  jejunum, 
however,  dilatation  was  seen  (Fig.  1).  The 
diameter  of  the  jejunum  in  this  region  was 


Fig.  1.  Roentgenogram  from  upper  gastrointestinal  series 
shows  the  dilated,  fluid-filled  jejunal  segment. 
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about  12  cm.  The  bowel  contained  consider- 
able fluid,  which  mixed  with  and  diluted  the 
barium. 

All  of  these  findings  are  characteristic 
of  obstruction  of  the  small  bowel.  The  dilata- 
tion indicates  incomplete  obstruction  over 
a long  time.  The  point  of  obstruction  was 
not  visible,  and  it  was  impossible  to  deter- 
mine if  the  obstruction  was  due  to  intrinsic 
or  extrinsic  factors. 

DR.  VALENZUELA:  I think  that  the 
roentgenographic  features  and  the  long  his- 
tory of  symptoms  enable  us  to  rule  out  the 
possibility  of  obturator  obstruction,  which 
is  plugging  of  the  intestine  by  an  intra- 
luminal foreign  body. 

Chronic  intestinal  obstruction  is  one  of 
the  complications  that  may  affect  diverti- 
cula of  the  small  intestine.  This  obstruction 
may  be  related  to  stricture,  adhesion,  or 
inversion  of  the  diverticulum  with  intussus- 
ception. Although  a solitary  diverticulum  of 
the  jejunum  may  occur,  multiple  diverticula 
are  more  common.  Diverticula  occur  more 
frequently  in  patients  over  age  40 ; however, 
this  may  be  an  unusual  case  of  diverticulosis 
beginning  early  in  life  with  obstruction  as 
a late  complication. 

Though  rare,  cicatricial  stenosing  tuber- 
culous enteritis  may  occur  in  the  jejunum 
and  produce  a tubular  type  of  narrowing 
that  might  resemble  the  clinical  features 
seen  in  this  patient.  The  highest  percentage 
of  tuberculous  lesions  of  the  gastrointestinal 
tract  are  in  the  ileocecal  region.  This  patient 
had  no  evidence  of  tuberculosis  in  the  lungs 
or  genitourinary  system.  Also,  severe  diar- 
rhea was  missing.  The  absence  of  the  gen- 
eralized manifestations  of  tuberculosis  be- 
yond the  obstructive  symptoms  makes  me 
discard  this  diagnosis. 

Lesions  of  sarcoidosis  in  the  small  in- 
testine may  simulate  carcinoma,  as  they 
are  constricting.  Sarcoidosis  usually  is  a 
systemic  disease  with  infrequent  involve- 
ment of  digestive  organs  other  than  the 
liver.  In  this  patient,  nodular  lesions  of  the 
skin  were  not  mentioned.  Pulmonary  lesions 
or  involvement  of  lymph  nodes  were  not 
found ; therefore,  sarcoidosis  may  be  ex- 
cluded as  a possible  diagnosis. 

The  middle  portion  of  the  jejunum  was 
dilated,  and  at  the  distal  point  of  dilatation, 
an  umbilicated,  intraluminal  lesion  caused 
constriction.  Large  mesenteric  lymph  nodes 
were  present,  but  lesions  were  not  found  in 
the  liver. 


Neoplasms  or  tumors  of  the  small  bowel 
may  produce  incomplete  obstruction  for 
many  years  and  occasional  episodes  of  bleed- 
ing. The  low  hemoglobin  level  suggests  per- 
sistent and  mild  gastrointestinal  bleeding. 

If  the  assumption  that  the  same  process 
has  been  producing  the  prolonged  symptoms 
is  expounded,  I might  conclude  that  this  is 
not  a primary  malignant  lesion.  Most  of 
the  benign  neoplasms  can  appear  in  the 
small  bowel.  Adenomas  are  the  most  com- 
mon, accounting  for  20  to  25  percent,  but 
benign  tumors  of  connective  tissue,  as  a 
group,  occur  even  more  frequently.  The 
most  common  connective  tissue  tumors  are 
lipomas,  myomas,  fibromas,  and  angiomas. 
Severe  hemorrhage  is  a prominent  symptom 
of  angioma;  hence,  I think  that  angioma 
can  be  ruled  out  in  this  case.  Neurogenic 
tumors,  fibroadenomas,  myxomas,  tera- 
tomas, and  a variety  of  other  neoplasms  can 
occur,  but  they  are  so  infrequent  that  little 
is  known  about  their  clinical  characteristics. 

Annular  pancreas  usually  surrounds  the 
duodenum,  but  a few  have  encircled  the 
jejunum.  Occasionally,  ulceration  of  the 
overlying  mucosa  causes  bleeding. 

In  this  case,  I believe  that  any  of  the  afore- 
mentioned tumors  might  correspond  with  the 
one  removed  by  the  surgeon ; however,  from 
the  clinical  data,  I have  not  been  able  to  pin 
the  diagnosis  to  any  one  of  these  lesions  with 
assurance.  All  of  these  tumors  can  be  asymp- 
tomatic or  produce  symptoms  similar  to  the 
ones  of  this  patient. 

The  Puetz-Jeghers  syndrome  is  a heredi- 
tary disorder  in  which  intestinal  polyposis 
is  associated  with  melanin  spots  on  the  oral 
mucosa  and  lips.  No  such  spots  were  de- 
scribed in  this  case. 

Flushing,  hyperemia,  telangiectasis,  cyan- 
osis, or  diarrhea  were  not  mentioned  to  sug- 
gest that  this  is  a carcinoid  tumor  of  the 
small  bowel.  The  apparent  absence  of  meta- 
stasis to  the  liver,  however,  would  explain 
the  absence  of  symptoms  produced  by  the 
release  of  serotonin.  This  would  include  the 
absence  of  clinical  evidence  of  lesions  of  the 
right  side  of  the  heart.  The  carcinoid  tumor 
is  a potentially  malignant  neoplasm  and  this 
diagnostic  possibility  might  be  excluded  by 
the  long  clinical  history.  I would  like  to  know 
if  5-hydroxyindoleacetic  acid  (5-HIAA)  was 
determined  in  the  urine? 

DR.  SANTIAGO  A.  SANCHEZ:  It  was 
not  determined. 
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DR.  VALENZUELA:  Primary  malignant 
neoplasms,  carcinomas,  and  the  sarcomas 
can  be  ruled  out  because  of  the  long  clinical 
history.  These  tumors  usually  present  a 
short  history  of  intestinal  obstruction  and 
hypochromic  anemia. 

In  a few  cases  of  regional  enteritis,  the 
manifestations  remain  chiefly  or  exclusively 
in  the  jejunum.  Jejunal  enteritis  may  pre- 
sent as  an  obstructing  lesion  of  long  dura- 
tion, particularly  if  the  stenotic  phase  has 
been  reached.  The  chronic  obstruction  with- 
out progression  of  the  disease  is  one  of  the 
surprising  aspects  in  this  case.  All  of  the 
radiologic  features  pointed  out  by  Dr.  Som- 
mer are  discussed  in  literature  describing 
cases  of  regional  enteritis  involving  the  je- 
junum. Also,  ulceration  and  perforation  are 
much  less  common  in  regional  jejunitis  than 
in  regional  ileitis.  In  regional  enteritis,  the 
mesentery  of  the  involved  intestine  is  thick- 
ened and  contains  enlarged  lymph  nodes. 

This  woman  probably  had  regional  jejun- 
itis with  stenosis  and  dilatation  of  the  prox- 
imal segment. 

DR.  PETERSON : Thank  you.  Dr.  San- 
chez, you  were  the  first  physician  to  see 
the  patient,  do  you  have  anything  to  add? 

DR.  SANCHEZ : After  the  series  of  ro- 
entgenograms of  the  upper  gastrointestinal 
tract,  I admitted  the  patient  to  the  gastro- 
intestinal service  of  the  hospital.  A long 
intestinal  tube  was  inserted.  The  prelimi- 
nary diagnosis  was  intermittent  intestinal 
obstruction  apparently  due  to  recurrent  re- 
gional enteritis.  Our  thinking,  before  sur- 
gery, was  the  same  as  Dr.  Valenzuela’s.  This 
is  the  interesting  part  of  this  story  because 
the  preliminary  diagnosis  does  not  always 
coincide  with  the  operative  findings. 

DR.  PETERSON : Dr.  White,  would  you 
describe  what  you  found  during  the  surgical 
procedure?  You  may  wish  to  make  a few 
general  remarks  about  the  surgical  treat- 
ment of  this  condition. 

Surgical  Findings 

DR.  RALEIGH  R.  WHITE:  This  inter- 
esting case  illustrates  several  pertinent 
points.  The  patient  lived  in  a neighboring 
state  and  was  en  route  to  California  when 
she  became  ill  and  was  admitted  to  our  hos- 
pital. She  had  a letter  from  her  local  doctor 
stating  that  she  had  regional  enteritis  of 
four  years’  duration,  and  that  she  was  re- 


ceiving Azulfidine  and  other  conservative 
therapy.  Her  doctor  had  told  her  that  her 
disease  was  chronic  and  that  medical,  not 
surgical,  treatment  usually  was  indicated. 
Despite  obvious  obstruction  of  small  bowel, 
she  accepted  surgical  treatment  with  re- 
luctance. It  is  true  that  additional  pathologic 
conditions  may  always  be  superimposed 
upon  long-standing  chronic  disease,  drasti- 
cally changing  the  therapeutic  problem. 

At  surgery,  a typical  carcinoid  tumor  of 
the  middle  portion  of  the  ileum  was  found. 
Unfortunately,  extensive  nodal  metastases 
to  the  root  of  the  mesentery  of  the  small 
bowel  and  to  the  retroperitoneal  aortic  nodes 
were  present,  and  a curative  resection  was 
impossible.  Whenever  feasible,  involved 
nodes  were  excised  meticulously  with  the 
tumor. 

Carcinoid  tumor  is  a slow-growing  neo- 
plasm. The  surgeon  should  be  aggressive 
when  excising  these  tumors  and  should  at- 
tempt to  remove  all  metastastic  deposits. 
Because  of  the  slow  growth,  significant  pal- 
liation may  be  achieved  for  months  or  even 
years.  If  the  metastases  involve  the  liver, 
and  if  the  disabling  symptoms  of  carcinoid 
syndrome  appear,  partial  or  massive  re- 
section of  diseased  hepatic  parenchyma  be- 
comes justified.  Significant  palliation  and 
relief  of  these  distressing  symptoms  may 
ensue  after  such  an  aggressive  approach. 

Discussion 

DR.  PETERSON : Carcinoid  tumors  of 
the  small  bowel  are  typically  umbilicated, 
and  frequently  are  multiple.  The  lesions  are 
said  to  seldom  produce  gastrointestinal 
bleeding;  however,  in  this  case,  I agree  with 
Dr.  Valenzuela  that  the  patient’s  low  hemo- 
globin level  probably  resulted  from  this 
mechanism.  Also,  she  had  noticed  one  tarry 
stool.  When  carcinoid  tumors  are  considered, 
one  often  thinks  of  the  carcinoid  syndrome 
which  is  actually  an  uncommon  manifesta- 
tion of  this  neoplasm.  Dr.  Bargen  has  been 
interested  in  this  syndrome  for  many  years ; 
he  will  show  a motion  picture  which  demon- 
strates the  flushing  exhibited  by  two  pa- 
tients with  this  syndrome. 

DR.  J.  ARNOLD  BARGEN:  My  assign- 
ment on  this  panel  has  an  oblique  relation- 
ship to  the  case  because  I am  going  to  dis- 
cuss the  carcinoid  syndrome,  which  is  an 
uncommon  complication  of  the  carcinoid 
tumor.  The  carcinoid  syndrome  is  thought 
to  be  due  to  the  elaboration  of  serotonin  or 
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kinin-forming  enzymes  which  are  activated 
only  when  a slow-growing  carcinoid  lesion 
metastasizes  to  the  liver.  At  the  Mayo  Clinic, 
I saw  a man  frequently  during  a 25-year 
period  after  the  diagnosis  of  carcinoid  tumor 
was  made,  and  at  least  15  years  passed  be- 
fore metastases  to  the  liver  became  evident. 

Another  characteristic  of  the  carcinoid 
syndrome  is  the  recurrent,  extreme  flushing 
which  occurs.  (A  motion  picture  illustrated 
this  point.) 

DR.  PETERSON : Because  many  obstruc- 
ting lesions  of  the  small  bowel  show  great 
similarity  in  their  few  clinical  manifesta- 
tions, differentiation  is  extremely  difficult 
prior  to  establishing  the  pathologic  diag- 
nosis. This  case  allows  us  to  explore  two  dis- 
ease complexes  in  clinical  diagnosis. 

Most  important  is  a review  of  the  dif- 
ferential diagnosis  of  obstructing  lesions 
of  the  small  bowel.  Other  members  of  the 
panel  have  covered  this  with  excellent  points 
of  discussion. 

This  case  also  introduces  us  to  carcinoid 
tumors  and  their  relationship  to  the  car- 
cinoid syndrome.  Dr.  Bargen  has  illustrated 
the  latter  with  a motion  picture  demonstrat- 
ing the  flushing  seen  in  patients  with  this 
syndrome.  As  Dr.  White  has  told  you,  our 
patient  had  a carcinoid  tumor  of  the  je- 
junum with  metastases  to  the  mesenteric 
lymph  nodes.  In  a series  from  the  Mayo 
Clinic,^  the  five-year  survival  rate  in  pa- 
tients with  inoperable  nodal  or  peritoneal 
metastases  was  38  percent.  When  the  tumor 
metastasized  to  the  liver,  this  rate  dimin- 
ished to  21  percent. 

In  1964,  Sanders  and  AxtelP  reviewed 
2,502  carcinoid  tumors  of  the  gastrointes- 
tinal tract  and  77  well-documented  cases  of 
carcinoid  syndrome.  Because  of  its  unusual 
nature,  however,  carcinoid  syndrome  is  more 
likely  to  be  reported  in  the  medical  literature 
than  the  uncomplicated  tumor.  Although 
these  figures  cannot  be  used  to  determine 
the  incidence  of  the  carcinoid  syndrome 
developing  in  patients  with  carcinoid  tumor, 
they  do  indicate  its  relative  infrequency. 

Fig.  2 is  a simplified  diagram  of  the  me- 
tabolism of  the  amino  acid  tryptophan  in  the 
pathway  of  serotonin  production  and  its 
subsequent  metabolism  to  5-HIAA.  Essen- 
tially, carcinoid  tumor  causes  a quantitative 
change  in  this  process.  Studies  of  tryptophan 
metabolism  reveal  that  normally  about  1 
percent  of  the  dietaiy  tryptophan  enters  the 
serotonin  pathway ; whereas,  in  the  car- 


cinoid syndrome,  some  60  percent  may  be 
metabolized  in  this  manner.^  Serotonin, 
present  in  excessive  amounts,  is  the  sub- 
stance incriminated  as  causing  the  various 
lesions  and  manifestations  of  the  carcinoid 
syndrome,^  although  5-hydroxy  tryptophan 
also  appears  to  be  pharmacologically  active, 
causing  a “variant”  carcinoid  syndrome.® 
The  apparent  key  in  the  development  of  the 
carcinoid  syndrome  is  the  differing  concen- 
tration of  monoamine  oxidase  in  the  tissues. 
The  liver,  lungs,  and  brain  contain  large 
concentrations  of  monoamine  oxidase.  Thus, 
to  cause  the  carcinoid  syndrome,  carcinoid 
tumors  of  the  area  drained  by  the  portal 
circulation  must  metastasize  to  the  liver  or 
to  other  areas  by  which  serotonin  may  gain 
entrance  to  the  vena  cava  without  passing 
through  the  liver. 

Primary  carcinoid  tumors  outside  the 
portal  drainage  area  may  cause  the  carcinoid 
syndrome  without  metastases.  This  syn- 
drome has  resulted  from  a carcinoid  tumor 
within  an  ovarian  teratoma.®  Certain  bron- 
chial adenomas  produce  serotonin,  but  rarely 
is  the  carcinoid  syndrome  produced  without 
metastases  to  the  liver.  Perhaps  this  phe- 
nomenon is  due  to  the  smallness  of  the  bron- 

TRYPTOPHAN 
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(Serotonin) 
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5 - HYDROXYINDOLEACETIC  ACID 

Fig.  2.  Simplified  diagram  shows  the  pathway  of  serotonin 
metabolism. 
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chial  adenoma  at  the  time  of  resection,  or 
to  the  destruction  of  serotonin  by  the  mono- 
amine oxidase  of  the  lung  tissued  The  car- 
cinoid syndrome  has  been  reported  in  pa- 
tients with  oat  cell  and  undifferentiated 
carcinoma  of  the  lung.® 

Detection  of  elevated  urinary  5-HIAA 
excretion  is  the  most  useful  laboratory  ad- 
junct to  the  diagnosis  of  the  functioning 
carcinoid  tumor.  The  normal  excretion  is 
2 to  8 mg.  in  24  hr.®  Excretion  of  more  than 
25  mg.  per  day  has  been  considered  diagnos- 
tic for  the  carcinoid  syndrome  d however, 
most  patients  with  this  syndrome  excrete 
more  than  100  mg.  per  24  hr.-  Slightly 
elevated  levels  may  occur  in  patients  with- 
out extraportal  metastases.^®  Some  bronchial 
adenomas  without  metastases  cause  rela- 
tively high  levels  of  excretion.'^  Qualitative 
tests,  used  for  screening  purposes,  yield  a 
positive  result  at  a level  of  40  mg.  per  day.® 
Bananas  are  high  in  serotonin  content  and 
should  not  be  eaten  before  the  test  for  5- 
HIAA  excretion  levels.^ 

Often,  it  has  been  said  that  the  higher 
the  carcinoid  tumor  is  located  in  the  gastro- 
intestinal tract,  the  greater  is  its  likelihood 
of  developing  metastases.  In  their  review, 
Sanders  and  AxtelP  gave  the  following  per- 
centages of  metastatic  lesions  from  the  up- 
per intestinal  tract:  stomach,  28  percent; 
duodenum,  23  percent;  and  small  bowel,  33 
percent.  Metastatic  lesions  from  the  lower 
digestive  tract  were:  cecum,  71  percent; 
colon,  52  percent;  and  rectum,  28  percent. 
The  rate  of  metastasis  from  the  appendix, 
using  cases  reported  in  the  literature,  was 
2.9  percent.  Cases  of  the  carcinoid  syndrome 
in  which  the  appendix  is  the  primary  site 


of  the  tumor  appear  to  be  rare.  Markgraf 
and  Dunn^^  reported  one  case  and  were  able 
to  find  only  one  other  in  the  world  litera- 
ture. 

The  cause  of  death  in  a patient  with  the 
carcinoid  syndrome  usually  is  cardiac  fail- 
ure secondary  to  the  valvular  lesions.  Be- 
cause an  elevated  serotonin  level  must  be 
prolonged  to  produce  these  lesions,  aggres- 
sive palliative  surgical  treatment  certainly 
is  justified.  Antiserotonin  drugs  have  not 
yielded  consistently  useful  results.® 

DR.  SANCHEZ:  This  patient  returned  to 
the  clinic  in  July,  1965.  She  had  not  de- 
veloped symptoms  of  the  carcinoid  syn- 
drome, nor  did  she  have  other  evidence  of 
progressive  malignant  disease  despite  the 
fact  that  grossly  involved  lymph  nodes  were 
left  at  the  time  of  operation  two  years  pre- 
viously. At  this  time,  the  qualitative  test 
for  5-HIAA  was  negative  as  it  had  been 
immediately  after  the  surgical  procedure. 
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Plays  Ball  Better  Than  Big  Brother! 

As  baseball  season  picks  up  speed  and  Little  League  teams  blossom 
around  the  state,  it  is  interesting  to  note  that  researchers  have  found 
that  a 12-year-old  boy  now  can  throw  a softball  ten  feet  farther  than 
his  1958  counterpart. 

According  to  research  for  the  US  Office  of  Education,  today’s  12- 
year-old  is  also  better  at  sit-ups  and  the  50-yard  dash. 

On  the  gloomier  side,  the  Tax  Foundation  reports  that  “he  is  also 
carrying  a heavier  load  of  debt  than  did  the  12-year-old  schoolboy  of 
1958.  In  June,  1958,  his  share  was  $1,561.  At  the  end  of  June,  1965, 
his  share  (and  everyone  else’s)  had  increased  to  $1,637.” — Contact, 
February,  1966. 
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Second  aid  for  a button  popper 


SEQUELS* 


By  providing  combined  anorexigenic-tranquilizing  action, 
BAMADEX  SEQUELS  Capsules  help  your  nonshrinking 
patients  to  establish  new  patterns  of  eating  less.  The  am- 
phetamine component  suppresses  the  appetite,  while  the 
meprobamate  helps  allay  nervousness  and  tension.  And  for 
most  patients,  the  sustained  release  of  the  active  ingredients 
provides  convenient  one-capsule-a-day  dosage. 

Side  Effects  commonly  associated  with  either  compo- 
nent are  possible  but,  to  the  extent  these  are  dose-related, 
they  should  normally  be  mild  and  infrequent,  since  the 
total  dosage  of  each  component  on  the  usual  one-capsule- 
daily  regimen  is  quite  low.  Also,  the  sedating  effect  of 
meprobamate  and  the  stimulating  effect  of  d-amphetamine 
sulfate  tend,  to  some  extent,  to  cancel  each  other  out.  Ad- 
verse effects  not  peculiar  to  either  component  have  not 
been  reported.  Side  effects  associated  with  d-amphetamine 
sulfate  include:  insomnia,  excitability,  increased  motor 
activity,  confusion,  anxiety,  aggressiveness,  increased  li- 
bido, hallucinations,  rebound  fatigue,  depression,  dry 
mouth,  anorexia,  nausea,  vomiting,  diarrhea  and  increased 
cardiovascular  reactivity.  Effects  associated  with  meproba- 


mate include:  skin  rash,  nonthrombocytopenic  purpura 
with  petechiae,  ecchymoses,  peripheral  edema,  fever  and 
transient  leukopenia;  also,  very  rarely,  fainting  spells,  angi- 
oneurotic edema,  bronchial  spasm,  hypotensive  crisis, 
anuria,  stomatitis,  proctitis  and  anaphylaxis.  Other  serious 
effects  have  occurred  after  concomitant  administration  of 
meprobamate  and  other  drugs.  Massive  overdosage  may 
produce  grave  effects. 

Precautions:  BAMADEX  SEQUELS  should  be  given 
only  under  close  supervision  to  patients  hypersensitive  to 
sympathomimetic  drugs,  with  cardiovascular  or  coronary 
disease  or  who  are  severely  hypertensive;  to  emotionally 
unstable  persons  and  to  epileptics.  Patients  should  be 
cautioned  not  to  drink  alcoholic  beverages  while  on  the 
drug,  and  not  to  drive  vehicles  if  they  become  drowsy.  In 
all  patients  kept  on  the  drug  for  long  periods,  the  drug 
should  be  withdrawn  gradually  to  avoid  possible  serious 
reactions. 

Contraindications:  Hyperexcitability,  agitated  prepsy- 
chotic  states  and  a history  of  previous  reactions  to  mepro- 
bamate. 


Bamadex*  Sequels' 

d-amphetamine  sulfate  ( 1 5 mg. ) Sustained  Release  Capsules 
and  meprobamate  (300  mg.) 


LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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JAMES  D.  MURPHY 


J^N  IRREPRESSIBLE,  red- 
headed physician  from  Fort  Worth 
stepped  into  the  Presidency  of  the 
Texas  Medical  Association  at  the 
organization’s  99th  Annual  Session 
this  month  in  Austin. 

Dr.  James  D.  Murphy,  known  for 
his  hard  hitting,  straightforward 
approach  to  dealing  with  the  na- 
tion’s medical  ills,  will  serve  the 
TMA  as  President  for  1966-67,  the 
101st  physician  to  hold  the  office 
during  the  Association’s  113  years. 

Dr.  Murphy  succeeds  Dr.  David 
Wade  of  Austin,  President  for 
1965-66,  who  was  the  first  psychia- 
trist in  50  years  to  head  the  Texas 
Medical  Association. 

The  dynamic  doctor,  who  has 
gained  a reputation  as  a raconteur 
as  well  as  a forceful  public  speak- 
er, has  emerged  as  a leader  in  his 
many  organizations,  civic  and  medi- 
cal. 

According  to  his  friends.  Dr. 
Murphy  has  talents  that  extend 
well  beyond  the  medical  profession. 
Known  among  his  Fort  Worth  col- 
leagues as  the  “poet  laureate  of 
Magnolia  Street,”  Dr.  Mui-phy  fre- 
quently exercises  his  literary  skills 
by  writing  poetry  for  Christmas 
parties,  extant  copies,  unfortunate- 
ly, being  too  defamatory  for  publi- 
cation. 

Among  his  more  dignified  ac- 
tivities, as  a civic  leader  in  Fort 
Worth,  Dr.  Murphy  seiwed  as  di- 
rector of  the  Fort  Worth  Chamber 
of  Commerce  from  1956  to  1963, 
and  as  director  and  a member  of 
the  executive  committee  of  the 
city’s  United  Fund  from  1956  to  the 
present  time. 

He  headed  the  American  Aca- 
demy of  General  Practice,  the  sec- 


ond largest  medical  society  in  the 
world,  from  1962  to  1963,  after 
serving  in  previous  years  on  a 
number  of  committees  and  as 
speaker,  vice  president,  and  presi- 
dent-elect. He  served  on  the  Aca- 
demy’s board  of  directors  from  1955 
to  1964. 

He  also  held  the  presidency  of 
the  Texas  Academy  of  General 
Practice  in  1956-57,  and  has  chair- 
manned  a number  of  committees 
for  the  Tarrant  County  Medical 
Society,  seiwing  in  addition  as  a 
member  of  the  executive  committee 
for  seven  years. 

Dr.  Murphy  is  no  newcomer  to 
the  governing  bodies  of  the  TMA. 
After  acting  as  chairman  of  scien- 
tific exhibits  and  Vice  Speaker  of 
the  House  of  Delegates,  he  held 
office  as  Speaker  from  1961  to 
1965  before  being  named  Presi- 
dent-elect at  the  Annual  Session 
last  year.  He  has  been  a member 
of  the  Executive  Board  since  1957. 

In  private  practice  in  Fort  Worth 
since  1947,  Dr.  Murphy  has  served 
as  chief  of  staff  of  All  Saints  Hos- 
pital, vice  president  of  John  Peter 
Smith  Charity  Hospital,  and  as 
president  of  the  John  Peter  Smith 
Hospital  executive  board. 

Bom  in  Arlington  in  1915,  Dr. 
Murphy  attended  schools  in  Fort 
Worth  and  was  graduated  from  the 
University  of  Colorado  in  1937. 
After  graduating  from  the  Univer- 
sity of  Colorado  School  of  Medicine 
in  1941,  he  was  married  to  Miss 
Agnes  Sneddon  in  Denver.  They 
are  the  parents  of  a daughter, 
Nancy  Ann,  8,  and  three  sons,  Jim, 
22,  David,  20,  and,  Mike,  16.  Nancy 
attends  school  in  Fort  Worth,  while 


Mike  is  a ninth  grader  in  private 
school  there.  Jim  is  presently  at- 
tending Austin  College  in  Sherman, 
and  David  is  a premedical  student 
at  Tulane  University. 

Dr.  Mui-phy  seiwed  his  internship 
at  City-County  Hospital  in  Fort 
Worth,  and  his  military  seiwice  has 
been  with  the  US  Navy  from  1942- 
1947,  part  of  that  time  serving  with 
the  US  Marine  Corps. 

Displaying  his  leadership  quali- 
ties early.  Dr.  Mui-phy  was  presi- 
dent of  both  his  fraternal  groups. 
Phi  Delta  Theta  and  Phi  Rho  Sig- 
ma. 

A member  of  the  Presbyterian 
church,  he  is  a Mason  and  a mem- 
ber of  the  River  Crest  Country 
Club. 

His  chief  recreation  is  playing 
golf  with  a “gangsome”  (othei-wise 
identified  on  the  golf  course  as  a 
“foursome”)  at  the  River  Crest 
Country  Club.  In  spite  of  the  fact 
that  he  is  sometimes  known  as  the 
“crooked  quack,”  because  he  al- 
ways seems  to  win,  the  “gangsome” 
apparently  is  adept  at  the  game, 
participating  successfully  in  fre- 
quent Fort  Worth  tournaments. 

His  only  other  hobby  is  fishing. 
His  friends  like  to  remember  an 
elaborate  fishing  trip  Dr.  Mui-phy 
and  some  of  his  companions  made 
to  the  North.  The  others  were 
laden  with  an  impressive  variety 
of  expensive  fishing  gear.  Dr. 
Murphy  took  his  in  a paper  sack. 

While  the  i-uddy-faced  doctor 
probably  will  not  bring  his  TMA 
paraphernalia  in  a paper  sack,  he 
surely  will  bring  an  unassuming 
zest  for  life  and  enthusiastic  zeal 
to  the  Association’s  work  this  year. 
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South 

Texas 

Medical 

School 

Moves 

Ahead 


Keynote  speaker  for  the  South  Texas  Medical  School  groundbreaking  cere- 
mony was  Dr.  Harry  H.  Ransom,  chancellor  of  the  University  of  Texas. 
Construction  of  the  school  is  slated  for  completion  within  two  years. 


Under  threatening  skies  in  San 
Antonio  last  month  (March  25),  a 
large  crowd,  undeterred  by  the 
early  spring  chill,  gathered  for  the 
historic  groundbreaking  ceremony 
for  the  University  of  Texas  South 
Texas  Medical  School  and  the 
Bexar  County  Teaching  Hospital. 

W.  W.  Heath  of  Austin,  chairman 
of  the  University  of  Texas  Board 
of  Regents,  and  Charles  E.  Cheev- 
er,  Jr.,  of  San  Antonio,  chairman  of 
the  Board  of  Managers  of  the  Bex- 
ar County  Hospital  District,  shared 
ceremonial  honors  in  breaking 
ground  for  the  school  and  hospital 
with  gold-plated,  engraved  shovels, 
signaling  the  official  start  of  con- 
struction, scheduled  for  completion 
in  two  years. 

Dr.  James  Hollers,  chairman  of 
the  San  Antonio  Medical  Founda- 
tion, presided  at  the  hour-and-a- 
half  ceremony,  during  which  promi- 
nent San  Antonio,  state,  and  na- 
tional figures  paid  tribute  to  the 
occasion. 

Dr.  Harry  H.  Ransom,  chancellor 
of  the  University  of  Texas,  deliv- 
ered the  keynote  address,  recalling 
what  he  termed  an  “action-filled 


preface  of  cooperation,”  which  has 
resulted  in  the  projected  school  and 
teaching  hospital. 

The  two  facilities,  to  he  built  at 
a total  cost  of  $27.5  million,  are  lo- 
cated on  a 650-acre  site  in  the  Oak 
Hills  area  in  northwest  San  Anto- 
nio, designated  as  the  home  of  the 
South  Texas  Medical  Center. 

South  Texas  Medical  School,  to 
cost  $12  million,  will  be  the  third 
medical  school  in  the  University  of 
Texas  System.  Other  units  are  the 
Galveston  Medical  Branch  and 
Southwestern  Medical  School  in 
Dallas. 

The  new  teaching  hospital  is  be- 
ing built  by  the  Bexar  County  Hos- 
pital District  at  a cost  of  $15.5  mil- 
lion. 

Another  significant  ceremony 
took  place  during  the  grmmd- 
breaking  program.  A deed  for  33 
acres  was  presented  to  a repre- 
sentative of  the  Veterans  Admin- 
istration Hospital  System  by  the 
San  Antonio  Medical  Foundation, 
which  provided  land  for  the  con- 
struction on  the  Oak  Hills  site. 

Mr.  William  Stinson  of  Washing- 
ton, D.C.,  special  assistant  to  the 


administrator  of  the  VA,  accepted 
the  deed  which  provides  land  for 
a $17  million  VA  hospital  on  the 
site. 

Stinson  described  the  proposed 
hospital,  still  in  the  planning  stage, 
as  a 760-bed  hospital  with  medical, 
surgical,  and  neuropsychiatric  fa- 
cilities. He  noted  that  the  VA  has 
built  hospitals  near  university  com- 
plexes in  some  84  other  areas.  But 
the  San  Antonio  hospital,  he  said, 
will  be  the  first  which  the  adminis- 
tration “has  planned  and  built  from 
the  ground  up  with  the  medical 
school  at  the  same  time.” 

In  his  keynote  address.  Dr.  Ran- 
som called  attention  to  the  various 
segments  at  work  to  bring  the 
school  into  being.  Seven  years  ago, 
he  pointed  out,  the  56th  Texas  Leg- 
islature directed  University  Re- 
gents to  establish  a topflight  medi- 
cal school  in  San  Antonio. 

San  Antonio  and  Bexar  County 
voters  approved  a bond  issue  for 
$6.5  million  for  the  new  teaching 
hospital,  a necessary  adjunct  to  the 
school  for  legislative  approval.  The 
Legislature,  meanwhile,  also  appro- 
priated funds  for  construction  and 
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Breaking  ground  for  the  University  of  Texas  South  Texas  Medical  School 
and  the  Bexar  County  Teaching  Hospital  in  San  Antonio  last  month  were 
W.  W.  Heath  (left),  chairman  of  the  University's  Board  of  Regents,  and 
Charles  E.  Cheever,  Jr.,  chairman  of  the  board  of  managers  of  the  Bexar 
County  Hospital  District.  A three-story  structure  is  destined  to  rise  here. 


initial  operation  of  the  school,  Dr. 
Ransom  said. 

On  March  9,  University  Regents’ 
Chairman  W.  W.  Heath  signed  a 
contract  for  construction  of  the 
school,  based  on  the  low  bid  of  $9,- 
687,000  by  G.  W.  Mitchell  and  Sons, 
San  Antonio,  after  final  approval 
of  plans  by  the  US  Public  Health 
Service  had  been  received.  Bids 
were  taken  in  mid-January,  but  for- 
mal award  of  the  contract  was  sub- 
ject to  review  in  Washington. 

The  medical  school  plant  con- 
struction will  require  an  estimated 
two  calendar  years.  Meanwhile, 
Dean  F.  Carter  Pannill  and  a staff 
nucleus  are  on  duty  in  temporary 
quarters  in  San  Antonio.  A total 
of  12  full-time  faculty  members, 
including  four  departmental  heads, 
has  been  recruited. 

Most  recent  appointment  is  Dr. 
Leon  Cander  of  Hahnemann  Medi- 
cal College  and  Hospital  of  Phila- 
delphia, who  has  been  named  pro- 
fessor and  chairman  of  the  Depart- 
ment of  Internal  Medicine  and  Phy- 
siology. He  will  report  to  San  An- 
tonio on  July  15. 

Presently  associate  professor  of 
medicine  and  head  of  the  Chest 


Diseases  Section  at  Hahnemann, 
Dr.  Cander  is  a former  senior  in- 
structor at  Tufts  University 
School  of  Medicine,  Boston,  a 
former  assistant  in  medicine  at 
Harvard  Medical  School,  and 
former  associate,  instructor,  and 
fellow  at  the  Graduate  School 
of  Medicine,  University  of  Penn- 
sylvania. He  is  a medical  graduate 
of  Temple  University,  where  he 
also  did  his  undergraduate  work, 
and  has  held  numerous  hospital 
appointments  in  Philadelphia  and 
Boston. 

Present  plans  for  the  school  anti- 
cipate the  admission  of  the  first 
class  of  20  first-year  medical  stu- 
dents in  September,  1967,  in  its 
temporary  quarters.  When  com- 
pleted, the  school  will  have  a stu- 
dent body  of  400  and  a faculty  of 
150,  with  perhaps  500  other  per- 
sonnel. The  school  anticipates  ac- 
cepting up  to  100  students  in  the 
first-year  class  each  year  after  ca- 
pacity operation  is  reached. 

Architect  for  the  school,  a con- 
temporary, brick-and-glass  struc- 
ture, is  the  Austin  firm  of  Brooks 
and  Barr.  Associate  project  archi- 


tects are  the  firms  of  Bartlett 
Cocke,  and  Phelps  and  Simmons 
and  Associates,  both  of  San  An- 
tonio. 

The  core  of  the  medical  school 
building  will  contain  teaching  lab- 
oratories, lecture  and  conference 
rooms,  cubicles  for  individual 
study,  a book  store,  communica- 
tions center,  and  student  lounge. 

Designed  as  a three-story  stmc- 
ture  with  basement,  the  building 
will  accommodate  faculty  facilities 
in  two  distinct  areas.  Offices  and 
laboratories  for  the  faculty  in  the 
basic  science  departments  will  sur- 
round the  core  of  teaching  labs, 
while  the  faculty  facilities  for  the 
clinic  departments  will  be  located 
in  the  wing  of  the  building  which 
will  lead  to  the  teaching  hospital. 

The  entrance  to  the  library  will 
adjoin  the  center  for  student  ac- 
tivities, to  encourage  frequent  stu- 
dent-use of  library  facilities. 

Other  features  of  the  school, 
containing  432,733  square  feet  of 
floor  space,  will  include  a 600-seat 
auditorium,  basement  areas  for  an- 
atomic preparation,  animal  quar- 
ters, and  operating  rooms,  and 
throughout  the  building  a system 
of  escalators  to  relieve  the  antici- 
pated pattern  of  heavy  foot  traffic. 

Also  proposed  is  an  off-site  ani- 
mal farm  which  will  eventually 
be  developed  for  medium-sized  and 
large  animals  which  must  be  kept 
for  prolonged  peidods.  Animals  in 
the  school  building  will  be  those 
under  active  study. 

Among  the  governmental  and 
medical  dignitaries  who  took  part 
in  the  groundbreaking  ceremonies 
were  US  Senator  Ralph  Yarbor- 
ough; Lt.  Gen.  Leonard  D.  Heaton, 
surgeon  general  of  the  US  Army; 
Lt.  Gen.  Richard  H.  L.  Bohannon, 
surgeon  general  of  the  US  Air 
Force;  Dr.  Milford  O.  Rouse, 
speaker  of  the  House  of  Delegates 
of  the  American  Medical  Associa- 
tion; Dr.  Maynard  K.  Hine,  pres- 
ident of  the  American  Dental  As- 
sociation; and  US  Representatives 
Henry  B.  Gonzalez  and  0.  C. 
Fisher. 

Other  speakers  included  Attor- 
ney General  Waggoner  Carr;  Dr.  F. 
Carter  Pannill,  Jr.,  dean  of  the 
medical  school;  Dr.  Merton  M.  I\lin- 
ter,  past  chairman  of  the  Lhiiver- 
sity  of  Texas  Board  of  Regents; 
Dr.  Joseph  A.  Gallagher,  US  Public 
Health  Service;  San  .Antonio  (Mayor 
W.  W.  McAllister;  B.  J.  (Red)  Mc- 
Combs, president  of  the  San  .An- 
tonio Chamber  of  Commerce;  and 
Walter  P.  Brenan,  a Universi'.x  ni' 
Te.xas  Regent. 
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Treat  his  ^ j 

bacterial 

upper  respiratory  < 

infection  with  tetracycline,  but  also  consider  relief  of  his 


malaise.' 
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Effectively  combat  bacterial  infection  and  maintain  relief  of  respiratory  symptoms 


Tetrex-APC 

with  Bristamin® 

(tetracycline  phosphate  complex 
with  analgesics  and 
antihistamine) 


The  advantages  of  Tetrex® 

(tetracycline  phosphate  complex). 
It  contains  the  basic  tetracycline 
which  is  less  bound  to  serum  pro- 
tein than  is  demethylchlortetracy- 
cline^.  (It  puts  a higher  percentage 
of  active  antibiotic  into  the  blood.) 
Its  basic  tetracycline  is  also  better 
tolerated  than  oxy-  or  demethyl- 
chlortetracycline.2.3  Unlike  de- 

methylchlortetracyclineU  no  cases 
of  photodynamic  skin  reaction  have 
been  reported  with  Tetrex  (tetra- 
cycline phosphate  compiex). 


BRISTOL 


with  the  benefits  of  APC 
and  Bristamin  (phenyitoioxa- 
mine  citrate).  Traditional  APC  pro- 
vides predictable  relief  of  pain, 
fever  and  malaise  in  acute  respira- 
tory infections,  while  the  phenyl- 
toloxamine  citrate— notable  for  its 
effective  histamine-blocking  action 
with  minimal  drowsiness  — adds 
relief  of  watering  eyes,  rhinorrhea, 
congestion  and  "tight”  chest  symp- 
toms. 

References:  1.  Roberts,  C.E.,  Jr.;  Perry,  D.M.; 
Kuharic,  H.A.,  and  Kirby,  W.M;M.:  Arch.  Int. 
Med.  107:204  (Feb.)  1961.  2.  Dowling,  H.F.; 
Lepper,  M.H.,  and  Jackson,  G.G.:  Clin.  Phar- 
macol. & Therap.  3:564  (Sept.-Oct.)  1962.  3. 
Editorial:  Antibiotics  & Chemother.  iJ:427 
(July)  1961.  4.  Baer,  R.L.,  and  Harder,  L.C.: 
JAMA  192:989  (June  14)  1965. 


BRISTOL  THERAPEUTIC  SUMMARY.  For  com- 
plete information,  consult  Official  Package 
Circular.  Indications:  Upper  respiratory  infec- 
tions due  to  sensitive  bacteria  where  con- 
comitant symptomatic  relief  of  fever,  malaise 
and  congestion  is  desired.  Contraindication: 
A past  history  of  hypersensitivity  to  one  or 
more  components.  Warnings:  Photodynamic 
reactions  have  been  produced  by  tetracyclines. 
Natural  and  artificial  sunlight  should  be  c- 
voided  during  therapy.  Stop  treatment  if  dis- 
comfort occurs.  No  cases  of  photosensitivity 
have  been  reported  with  Tetrex  (tetracycline 
phosphate  complex).  WiVi  renal  impairmeri, 
systemic  accumulation  and  hepatotoxicity  may 
occur.  In  this  situation,  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia 
may  be  induced  during  tooth  deyelopmcriii  dast 
trimester  of  pregnancy,  neonatal  perioc  --d 
childhood).  Precautions:  Antihisianiines  rna-. 
cause  drowsiness  and  patiem;  si  rul-..  >10:  ue,. 
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Teen-agers  View  Medical  Careers 


The  following  report  on  the 
highly  successful  1966  Trans-Pecos 
Medical  Careers  Conference  held 
in  El  Paso  on  March  4 was  pre- 
pared by  the  general  chairmen  of 
the  conference,  Dr.  Russell  L. 
Deter,  El  Paso  County  Medical 
Society,  and  Frank  I.  Gary,  direc- 
tor of  the  Department  of  Seminars 
and  Institutes  for  the  El  Paso 
Public  Schools. 

T een-agers  are  more  seriously  con- 
cerned with  a wise  career  choice 
than  most  of  us  suspect. 

This  was  clearly  demonstrated 
in  El  Paso  on  March  4 when  more 
than  600  students  toured  R.  E. 
Thomason  General  Hospital  in  the 
morning;  over  500  attended  a pre- 
medical careers  panel  discussion 
in  the  afternoon;  and  380  attended 
section  meetings  later  in  the  day. 

Significant  is  the  fact  that  these 
students  participated  in  the  Trans- 
Pecos  Medical  Careers  Conference 
on  their  own  time,  giving  up  a 
holiday  to  consider  medical  career 
possibilities. 

This  program  was  developed  as 
a direct  result  of  discussions  that 
were  held  in  San  Antonio  in  1965 
at  a meeting  of  the  Texas  Med- 
ical Association’s  Committee  on 
Medical  Careers. 

On  May  15,  1965 — about  two 
weeks  after  the  TMA  Annual  Ses- 
sion— a pilot  Medical  Careers  Con- 
ference was  held  in  El  Paso.  This 
initial  morning  meeting  was  not 
widely  advertised,  but  more  than 
130  students  and  parents  attended. 

The  schedule  of  activities  in- 
cluded a discussion  of  the  char- 
acteristics that  a dedicated  phy- 
sician should  possess,  the  high 
school  and  college  curriculum,  the 
Medical  College  Admission  Test, 
college  costs,  loans,  and  scholar- 
ships. A film  furnished  by  the 
Texas  Medical  Association,  entitled 
“I  Am  a Doctor,”  was  shown. 
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After  the  conference  several  stu- 
dents stated  that  they  would  have 
appreciated  an  opportunity  to  visit 
hospital  laboratories,  operating  and 
x-ray  rooms,  and  related  facilities. 
A few  parents  suggested  that  the 
careers  conference  be  expanded  so 
that  students  could  meet  in  small 
groups  with  practicing  physicians, 
nurses,  and  leaders  in  other  para- 
medical fields. 

Based  on  the  experience  gained 
in  the  1965  Medical  Careers  Con- 
ference, an  expanded  program  was 
developed  and  scheduled  in  March, 
in  conjunction  with  the  Trans- 
Pecos  Teachers  Convention  which 
is  held  annually  on  the  Texas 
Western  College  campus. 

Our  original  plans  were  based  on 
an  expected  paiticipation  of  300 
students  and  parents  for  the  morn- 
ing hospital  tour.  We  hoped  that 
200  to  250  would  attend  the  after- 
noon panel  discussion,  and  that 
most  of  these  participants  would 
report  for  the  section  meetings. 

Based  on  this  estimate,  we  plan- 
ned five  sections  for  premedical 
students  and  one  section  in  each 
of  the  following  fields;  medical 
technology,  physical  therapy,  nurs- 
ing, phannacy,  hospital  and  clinic 
administration,  veterinary  med- 
icine, x-ray  technology,  and  pre- 
medical club  sponsorship. 

A bulletin  describing  the  Trans- 
Pecos  Medical  Careers  Conference, 
accompanied  by  five  to  ten  pre- 
registration blanks,  was  mailed 
early  in  February  to  every  science 
teacher  in  El  Paso  and  to  high 
school  principals  in  11  West  Texas 
counties. 

The  response  exceeded  our  most 
optimistic  hopes.  Many  schools 
telephoned  for  10  to  40  additional 
preregistration  forms.  A feature 
story,  published  in  the  El  Paso 
Times  on  Sunday,  Feb.  27,  1966, 
aroused  a great  deal  of  interest, 
and  parents  from  New  Mexico 


cities  requested  permission  for 
their  children  to  attend. 

Members  of  the  Auxiliary  to  El 
Paso  County  Medical  Society  pro- 
cessed the  preregistration  forms 
and  assigned  students  to  sections 
of  their  choice.  A 19-page  brochure 
was  published  listing  each  section 
chairman  and  the  students  in 
alphabetical  order. 

Additional  committees  were  or- 
ganized and  were  in  charge  of  the 
luncheon,  the  panel  discussion,  and 
the  section  meetings.  The  El  Paso 
Public  Schools  provided  six  buses 
to  transport  students  from  down- 
town El  Paso  to  the  R.  E.  Thom- 
ason General  Hospital,  and  to 
Texas  Western  College  for  the 
luncheon,  and  four  shuttle  buses 
were  used  to  take  students  to  the 
downtown  bus  terminal. 

Pamphlets  on  careers  were  fur- 
nished by  the  American  Medical 
Association,  Charles  Pfizer  & Co., 
Inc.,  New  York  Life  Insurance 
Company,  Sterling  Movies,  U.S.A., 
Inc.,  and  MD  Publications,  Inc., 
provided  three  reprints  of  career 
articles. 

A film  on  pharmacy  entitled 
“Time  for  Tomorrow”  was  shown. 

The  Trans-Pecos  Medical  Ca- 
reers Conference  began  with  a 
tour  of  the  R.  E.  Thomason  Gen- 
eral Hospital  at  9 a.m.  Sixteen 
members  of  the  hospital  auxiliary 
acted  as  guides  for  students  who 
were  divided  into  27  groups.  Dur- 
ing the  tour  they  explained  the 
work  of  the  medical  technologist, 
x-ray  technician,  physical  thera- 
pist, nurses,  and  other  staff  em- 
ployees. Students  had  an  oppor- 
tunity to  visit  the  operating  rooms 
and  obseiwe  the  use  of  closed  cir- 
cuit television  that  is  used  for 
instructional  purposes. 

Panel,  Section  Meetings 

The  chairmen  felt  that  a specific 
approach  to  a successful  Medical 
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Careers  Conference  should  meet 
the  following  specifications: 

1.  A panel  discussion  so  that  all 
members  of  the  gToup  could  be  in- 
formed of  the  various  aspects  of 
the  premedical  curriculum,  the 
Medical  College  Admission  Test, 
and  the  financial  assistance  avail- 
able to  students. 

2.  Section  meetings  so  that  stu- 
dents might  discuss  their  specific 
career  problems  with  qualified  ex- 
perts. 

Originally,  the  panel  discussion 
was  scheduled  in  an  auditorium 
seating  240  in  the  Liberal  Arts 
Building  at  Texas  Western  Col- 
lege, but  because  of  the  large  num- 
ber of  students  who  preregistered, 
this  meeting  was  moved  to  the 
Magoffin  Auditorium  which  seats 
1600. 

The  master  of  ceremonies  pre- 
sented a “pep  talk”  on  medical 


careers,  in  which  five  questions 
were  posed  to  the  audience: 

1.  What  is  a doctor? 

2.  What  kind  of  person  can  be 
this  kind  of  a doctor? 

3.  What  educational  background 
must  you  have  ? 

4.  Why  do  you  want  to  be  a 
doctor  ? 

5.  Why  are  you  our  honored 
guests  today? 

In  this  discussion  it  was  pointed 
out  that  the  tragedy  of  war  is  that 
it  uses  man’s  best  to  do  man’s 
worst.  But,  on  the  other  hand,  the 
greatness  of  medicine  is  the  fact 
that  in  this  instance  man’s  best 
is  utilized  for  one  of  man’s  great- 


Dr. Russell  L.  Deter  of  the  El  Paso 
County  Medical  Society  demonstrates 
and  explains  the  use  of  hospital 
equipment  during  the  Trans-Pecos 
Medical  Careers  tours. 


est  achievements — better  health 
and  relief  of  pain. 

In  discussing  the  high  school 
curriculum  for  premedical  stu- 
dents, Dr.  Gordon  L.  Black,  a 
member  of  the  El  Paso  School 
Board  and  the  TMA  Committee 
on  Medical  Careers,  emphasized 
the  importance  of  English,  mathe- 
matics, and  humanities. 

Dr.  James  B.  Reeves,  chairman 
of  the  Department  of  Biological 
Sciences  at  Texas  Western  Col- 
lege, and  the  college  premedical 
adviser,  discussed  the  premedical 
college  cuia-iculum  and  the  Med- 
ical College  Admission  Test  and 
outlined  in  detail  the  areas  of  the 
test  which  include: 

A.  Science 

B.  Vei’bal  Communication 

C.  Quantitative  Ability 

D.  General  Knowledge. 

The  fourth  speaker  on  the  panel 
also  stressed  the  importance  of 
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Panel  Discussion  Program 

Presiding;  Dr.  Russell  L.  Deter,  El  Paso  County  Medical  Society: 

Why  Medical  Careers 

Dr.  Gordon  L.  Black,  El  Paso  County  Medical  Society; 

High  School  Curriculum  for  Premedical  Students 

Dr.  James  B.  Reeves,  chairman.  Biological  Sciences  Department,  TWC; 
The  Premedical  College  Curriculum  and  the  Medical  College  Admission  Test 

Frank  I.  Gary,  director.  Seminars  and  Institutes,  El  Paso  Public  Schools: 
Medical  College  Admission  Requirements,  Loans,  and  Scholarships 

Mrs.  Russell  L.  Deter,  President,  Woman's  Auxiliary,  Texas  Medical  Association: 
The  Future  Nurses  Program 

Film;  Time  for  Tomorrow 


a broad  basic  education  which  in- 
cluded the  humanities,  English, 
and  mathematics.  Students  were 
also  given  information  regarding 
loans  and  scholarships  that  are 
available  and  emphasized  the 
AMA-ERP  loan  fund.  Students 
were  advised  to  write  to  individual 
medical  schools  to  determine  what 
financial  assistance  is  currently 
available. 

The  last  presentation  was  made 
by  Mrs.  R.  L.  Deter,  President  of 
the  Woman’s  Auxiliary  to  the 
Texas  Medical  Association.  Her 
remarks  were  primarily  concerned 
with  the  Future  Nurses  Program. 
In  her  opening  remarks,  she  point- 
ed out,  following  four  male  speak- 
ers on  the  program,  that  “to  hear 
these  men  talk  ...  to  be  a success- 
ful medical  student  requires  90 
percent  work,  90  percent  genius, 
and  you  have  to  be  a cross  between 
Superman  and  Albert  Einstein  to 
get  through.  No  one  has  mentioned 
the  fun  of  studying  medicine 
which,  of  course,  is  the  main  rea- 
son that  all  of  these  men  go  into 
medicine.  But  let’s  not  forget  that 
there  is  a definite  place  for  women 
in  all  phases  of  the  practice  of 
medicine  and  nursing.” 

She  also  stressed  the  importance 
of  the  Future  Nurses  Clubs  and 
the  tremendous  job  that  is  being 
done  in  this  area  in  Texas.  In 
closing,  she  advised  all  students 
who  are  interested  in  nursing  to 
join  a local  Future  Nurses  Club. 

A film  was  shown,  after  which  a 
Coke  party  was  held  in  the  lobby 
of  Magoffin  Auditorium,  and  the 
students  were  then  directed  to  the 
Liberal  Arts  Building  to  meet  in 
34  small  sections  in  the  medical 
career  areas  of  their  choice. 

The  students  in  one  premedical 
group  had  to  be  assigned  to  other 
sections  because  the  section  chair- 
man was  called  to  a hospital  on  an 
emergency. 


Each  section  chairman  received 
a basic  outline  to  be  followed  at 
the  section  meeting.  Members  of 
the  Woman’s  Auxiliary  assisted  in 
registering  students  that  attended 
in  each  section,  and  section  chair- 
men were  advised  to  present  a 
short  discussion  on  the  field  of 
medicine  in  which  the  students 
were  interested.  Following  this 
discussion  students  were  invited 
to  ask  questions.  In  many  in- 
stances, the  students  were  so  keen- 
ly interested  that  the  section 
meetings  ran  15  to  20  minutes 
overtime. 

Evaluation 

Since  it  was  the  purpose  of  the 
section  meetings  to  permit  stu- 
dents to  meet  in  small  groups,  it 
was  decided  to  assign  approxi- 
mately 20  students  to  each  chair- 
man. The  largest  section  had  23 
registered  students,  and  the  small- 
est five.  In  many  instances,  all  of 
the  registered  students  did  not 
attend. 

Table  1 lists  the  number  of 
sections,  preregistrations,  and 
actual  attendance  as  reported  by 
the  section  chairmen. 

The  Trans-Pecos  Medical  Ca- 
reers Conference  was  praised  by 
students,  parents,  and  the  profes- 


12  Premedical 
2 Dentistry 
4 Medical  technology 
2 Physical  therapy 
8 Nursing 
1 Pharmacy 

1 Hospital  & clinic  administration 

2 Veterinary  medicine 
1 X-ray  technology 

1 Premedical  club  sponsorship 
Total 


sional  participants.  It  was  recom- 
mended that  a similar  program  be 
scheduled  as  an  annual  activity, 
cosponsored  by  the  El  Paso 
County  Medical  Society,  the  El 
Paso  District  Dental  Society, 
local  hospitals,  the  El  Paso  Public 
Schools,  and  the  Trans-Pecos 
Teachers  Association. 

Several  suggestions  were  made 
for  the  1967  El  Paso  Medical  Ca- 
reers Conference:  (1)  that  tours 
be  scheduled  in  four  different 
hospitals,  so  that  students  could 
be  given  more  detailed  explana- 
tions of  specialized  hospital  activi- 
ties; (2)  that  at  least  one  med- 
ical lecture-demonstration  of  gen- 
eral interest  be  presented  during 
the  panel  discussions;  (3)  that 
additional  sections  be  added  in  vo- 
cational nursing,  psychology  and 
psychiatry,  aerospace  medicine, 
dietetics,  and  occupational  ther- 
apy; (4)  that  section  chairmen  be 
encouraged  to  illustrate  their  re- 
marks with  visual  aids;  and  (5) 
that  the  cooperation  of  parents 
and  teachers  be  secured  to  stimu- 
late a greater  attendance  of  pre- 
registered students  at  section 
meetings. 

Many  unsolicited  suggestions 
and  recommendations  were  re- 
ceived. Dr.  Harald  J.  von  Beckh, 
chief  scientist,  US  Air  Force  Aero- 
medical  Research  Laboratory,  Hol- 
loman Air  Force  Base,  stated,  “I 
. . . was  highly  impressed  by  the 
enthusiasm  of  the  young  audience. 
As  a matter  of  fact,  it  was  the 
first  time  that  I participated  in  a 
meeting  of  this  kind.  As  far  as  I 
know,  there  exists  no  similar  ef- 
fort in  other  countries  to  inform 
and  to  enlighten  young  people 
about  the  medical  career  in  such 
an  efficient  and  generous  way.” 

Dr.  James  B.  Reeves,  head  of 
the  Department  of  Biological 
Sciences,  Texas  Western  College, 
made  the  following  comment,  “The 
Medical  Careers  Conference  was 
an  unqualified  success  and  should 
be  continued  on  an  annual  basis. 


11  3 

29  27 

16  5 

3 3 

6^  380 


Table  1. — Section  Preregistration  and  Attendance. 

Sections  Preregistrations  Actual  Attendance 


235 

156 

28 

23 

89 

44 

28 

14 

160 

103 

5 

2 
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105  Texas  Physicians 
To  Be  Called  in  Draft 


More  than  600  El  Paso  area  students  participated  in  a tour  of  operating 
rooms,  laboratories,  and  other  hospital  facilities  during  the  1966  Trans- 
Pecos  Medical  Careers  Conference.  Here,  members  of  the  R.  E.  Thomason 
General  Hospital  Auxiliary  explain  hospital  facilities. 


so  that  more  young  people  may  be 
made  aware  of  the  challenges  and 
rewards  of  a medical  career.” 

Miss  Christine  Bonds,  associate 
director  of  the  Hotel  Dieu  School 
of  Nursing,  was  most  enthusiastic 
regarding  the  section  meetings. 
She  stated,  “The  greatest  strength 
of  the  Medical  Careers  Conference 
was  the  limit  placed  on  attendance 
at  section  meetings.  It  gave  the 
majority  of  students  an  opportun- 
ity to  have  specific  questions 
answered.  However,  I would  sug- 
gest that  in  the  next  Careers  Con- 
ference students  be  grouped  by 
age  or  their  school  class  member- 
ship.” 

At  a committee  meeting.  Dr.  J. 
Leighton  Green,  president  of  the 
El  Paso  School  Board,  stated,  “The 
Board  was  greatly  pleased  with 
the  fine  way  that  the  Medical  Ca- 
reers Conference  was  handled.  It 
was  an  excellent  program  and  we 
have  received  many  favorable  com- 
ments from  parents.” 

The  behavior  and  interest  dis- 
played by  students  was  a surprise 
to  all  chairmen.  It  was  evident 
that  high-ability  young  people  can 
be  persuaded  to  consider  medicine 
as  a career  if  programs  are  care- 
fully planned  and  also  reflect  the 
best  efforts  of  the  professional 
leaders  in  the  community. 

Many  of  the  physicians,  dentists, 
and  representatives  from  paramed- 
ical fields  who  participated  in  the 


El  Paso  program  expressed  the 
opinion  that  area  medical  careers 
conferences  would  be  a significant 
contribution  to  the  profession  and 
a rewarding  public  relations  ac- 
tivity. It  is  our  hope  that  addi- 
tional medical  careers  conferences 
will  be  sponsored  by  other  Texas 
medical  societies.  The  chairmen  of 
the  El  Paso  program  will  be  most 
happy  to  assist  any  group  that 
wishes  to  initiate  a recruitment 
program. 

Local  Support 

The  success  of  the  Trans-Pecos 
Medical  Careers  Conference  was 
due  to  the  support  that  this  activi- 
ty received  from  practicing  phy- 
sicians, dentists,  and  educators. 
The  members  of  the  medical,  den- 
tal, and  hospital  auxiliaries  were 
most  generous  with  their  time,  and 
coordinated  the  activities  of  the 
various  committees  in  a most  ef- 
ficient manner.  Texas  Western 
College  provided  space  for  the 
conference,  the  Trans-Pecos 
Teachers  Association  paid  for  the 
printing  costs,  and  most  of  the 
typing  was  done  by  employees  of 
the  El  Paso  Public  Schools.  The 
conference  was  publicized  by  the 
press  and  radio  and  television 
stations.  One  television  station  de- 
voted a program  to  the  hospital 
tour. 


A draft  quota  for  105  Texas 
physicians  has  been  set  by  the  US 
Defense  Department  as  part  of 
its  call  for  2,496  physicians  on  a 
national  basis — the  largest  regu- 
lar draft  call  in  recent  years. 

The  young  physicians  will  go 
into  service  in  July,  August,  and 
September  for  two-year  tours  of 
duty  as  commissioned  officers. 

It  is  anticipated  that  for  the 
most  part  Texas  physicians  to  be 
called  will  be  those  completing 
their  internships  and  residencies 
on  June  30. 

The  draftees  will  be  able  to 
volunteer  for  the  Defense  Depart- 
ment’s new  program  of  providing 
medical  aid  for  civilians  in  South 
Vietnam. 

The  Military  Provincial  Hospi- 
tal Augmentation  Program  will 
provide  24  teams  of  military  phy- 
sicians and  corpsmen  to  serve  in 
the  South  Vietnamese  provinces. 
Six  of  the  16-man  teams  have  al- 
ready been  established,  with  six 
additional  groups  slated  to  go  to 
Vietnam  each  three  months 
through  the  end  of  the  year  for 
one-year  tours  of  duty.  Each  team 
has  three  physicians,  an  adminis- 
trative officer,  and  12  corpsmen. 

The  new  draft  quota  includes 
1,446  physicians  for  the  Army, 
700  for  the  Navy,  and  350  for  the 
Air  Force. 

The  “doctor  draft”  permits  phy- 
sicians to  volunteer  for  officers’ 
commissions.  Service  physicians 
receive  an  extra  $100-a-month  pay. 
Sixty-two  Texas  physicians  were 
called  for  military  service  by 
Selective  Service  earlier  this  year. 


AHA  President  To  Keynote 
Annual  THA  Convention 


The  Texas  Hospital  Association 
will  hold  its  37th  annual  conven- 
tion in  Dallas  May  14-18,  with 
headquarters  at  the  Statler  Hilton 
Hotel.  Meetings  and  exhibits  will 
be  held  at  Memorial  Auditorium. 

Keynote  speaker  at  the  general 
opening  session  on  Monday,  May 
16,  will  be  Mr.  George  Cartmill, 
president-elect  of  the  American 
Hospital  Association  and  director 
of  Harper  Hospital  in  Detroit. 

The  opening  session  will  be  a 
joint  assembly  of  the  Texas  Hos- 
pital Association.  Association  of 
Catholic  Chaplains  in  Texas  Hos- 
pitals, Hospital  Chaplains  in  Tex- 
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Doctor...two  important 
Lederle  products  for 

routine  office  procedures 

) 


single-dose  vials 
for  convenient 
and  economical 
polio 

immunization 


ORiMUNE 


POLIOVIRUS  VACCINE.LIVE, ORAL 


TRiVALENT 

SABIN  STRAINSJYPES1,2and3 


Fast,  simple  administration— and  economy  for  the 
patient  — make  the  new  0.5  cc  single-dose  vial  of 
ORIMUNE  Trivalent  ideal  for  private  practice.  (Packaged 
5 to  a box  with  5 sterilized  disposable  droppers  for  your 
convenience). 

(Also  available  in  2 cc  and  2 drop  dosage  forms). 

Only  2 doses  required  for  complete,  initial  immunization 
for  patients  more  than  a year  old. 

Effectiveness— may  be  expected  to  confer  active  immu- 
nity against  all  three  types  of  poliovirus  infection  in  at 
least  ninety  percent  of  susceptibles  only  if  given  at  full 
dosage,  as  directed.  No  characteristic  side  effects  have 
been  reported.  There  are,  however,  certain  contraindica- 
tions. These  are,  broadly:  acute  illness,  conditions  which 
may  adversely  affect  immune  response,  and  advanced 
debilitated  states.  In  these,  vaccination  should  be  post- 
poned until  after  recovery. 

In  infants  vaccination  should  not  be  commenced  before 
the  sixth  week  of  life.  Do  not  give  to  patients  with  viral 
disease,  or  if  there  is  persistent  diarrhea  or  vomiting. 
ORIMUNE  and  live  virus  measles  vaccine  should  be  given 
separately. 

Dosage— initial  immunization:  two  doses  each  given 
orally  at  least  8 weeks  apart.  (Give  a third  dose  to 
infants  at  10-12  months).  Booster  immunization:  one 
dose,  given  orally.  See  package  literature  for  full 


simplifies  routine  screening 


TURERCUUN, 
TINE  TEST 

(Rosenthal)  Lederle 

Swab  • Uncap  • Press  • Discard 

Comparable  in  accuracy  and  reliability  to  older  standard 
intradermal  tests*,  but  faster  and  easier  to  use.  Since 
TINE  TEST  is  relatively  painless  it  should  receive  greater 
patient  acceptance.  Results  are  read  at  48-72  hours.  The 
self-contained,  completely  disposable  unit  requires  no 
refrigeration  and  is  stable  for  two  years. 

Side  effects  are  possible  but  rare:  vesiculation,  ulcera- 
tion or  necrosis  at  test  site.  Contraindications,  none; 
but  use  with  caution  in  active  tuberculosis.  Available  in 
boxes  of  5 (new  individually-capped  unit);  cartons  of  25. 
*Rosenthai,  S.  R.,  Nikurs,  L.,  Yordy,  E.,  and  Williams,  W.: 
Scientific  Exhibit  Presented  at  the  Annual  Meeting  of 
the  National  Tuberculosis  Association,  Chicago,  Illinois, 
May  30-June  2,  1965. 
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as,  Hospital  Purchasing  Agents 
Association  of  Texas,  Texas  Asso- 
ciation of  Hospital  Auxiliaries, 
Texas  Association  of  Hospital 
Governing  Boards,  Texas  Asso- 
ciation of  Medical  Record  Librar- 
ians, Texas  Association  of  Nurse 
Anesthetists,  Texas  Association  of 
Operating  Room  Nurses  and  Texas 
Association  Staff  Directors  of 
Hospital  Volunteer  Services.  Pre- 
siding will  be  Mr.  W.  B.  Forster, 
president,  and  administrator  of 
Bexar  County  Hospital  District  in 
San  Antonio. 

The  THA  board  of  trustees  will 
convene  Saturday,  May  14,  at  3 
p.m.,  and  the  THA  board  dinner 
will  be  held  at  7 p.m. 

Scheduled  for  Sunday,  May  15, 
are  registration,  committee  ses- 
sions, and  the  House  of  Delegates 
meeting.  Speaker  for  the  Sunday 
dinner  session  will  be  announced 
later. 

Sectional  meetings  will  be  held 
Tuesday,  May  17,  and  speaker  for 
Tuesday’s  luncheon  will  be  Mr. 
Boone  Powell,  president,  American 
College  of  Hospital  Administra- 
tors, and  administrator  of  Baylor 
University  Medical  Center  in 
Dallas. 

“Medicare  and  the  Washington 
Scene”  will  be  discussed  Tuesday 
afternoon  by  Mr.  Kenneth  Wil- 
liamson, director  of  the  Washing- 
ton, D.C.,  Service  Bureau  of  the 
American  Hospital  Association. 
Presiding  will  be  Mr.  H.  M.  Card- 
well,  chairman  of  the  Council  on 
Government  Relations,  and  admin- 
istrator of  Memorial  Hospital  in 
Lufkin. 

At  the  general  session  on  Wed- 
nesday, May  18,  Miss  Edithe  Mc- 
Phillips,  RN,  chairman  of  the 
Texas  Hospital  Association  Coun- 
cil on  Hospital  Nursing  and  direc- 
tor of  nursing  service  for  the 
Amarillo  Hospital  District,  will 
moderate  a panel  discussion  on 
“Optimum  Utilization  of  Nurse 
Power.”  On  the  panel  with  her 
will  be  Miss  Patricia  M.  Bosworth, 
RN,  associate  administrator.  Uni- 
versity Hospitals,  the  University  of 
Texas  Medical  Branch,  Galveston; 
and  Mrs.  Martha  Davis,  RN,  mem- 
ber of  the  Texas  Hospital  Associa- 
tion Council  on  Hospital  Nursing 
and  nurse  administrator  for  Bap- 
tist Hospital  of  Southeast  Texas 
in  Beaumont. 

In  the  afternoon  “The  Trustees’ 
Responsibility  for  Representing 
His  Hospital  Statewide”  will  be 
discussed  by  Mr.  S.  Bart  Wise, 
executive  secretary  of  the  Missis- 
sippi Association  of  Hospital  Gov- 


erning Boards,  Jonestown,  Miss. 
“Legal  Issues  Facing  Hospitals 
and  Hospital  Trustees”  will  be  the 
topic  of  a talk  by  Mr.  C.  Dean 
Davis,  THA  Legal  Counsel,  Aus- 
tin. Presiding  will  be  Mr.  David 
H.  Hitt,  president-elect  of  the 
THA,  who  will  be  installed  as  new 
president  that  evening  at  the  an- 
nual banquet  and  dance,  closing 
function  of  the  annual  convention. 


College  of  Surgeons  To  See 
Surgery  on  Live  Television 


A closed  circuit  color  television 
transmission  of  surgery  from 
Houston’s  M.D.  Anderson  Hospi- 
tal will  be  a feature  of  the  North 
American  Federation  Congress  of 
the  International  College  of  Sur- 
geons, meeting  May  1-5  in  Hous- 
ton. 

Dr.  Denton  Cooley  and  a team  of 
thoracic  surgeons  will  perform 
open  heart  surgery.  Another  M.D. 
Anderson  team  will  operate  on 
a cancer  patient.  A third  surgical 
presentation  will  be  made  by  an 
obstetrics-gynecology  team. 

The  televised  operations  will  be 
relayed  to  the  Ballroom  of  the 
Shamrock  Hilton  Hotel,  headquar- 
ters for  the  organization’s  31st 
Annual  Congress.  The  demonstra- 
tions will  be  followed  by  panel 
discussions  and  questions  from 
the  audience. 

More  than  25  Texas  physicians 
and  one  registered  nurse  will  par- 
ticipate in  the  program  of  the 
Congress,  which  will  also  feature 
luncheon  round  table  meetings  on 
Wednesday,  May  4.  Among  sub- 
jects to  be  covered  are  “Calculus 
and  Renal  Disease,”  Dr.  Michael 
K.  O’Heeron,  Houston;  “Abdomi- 
nal Tumors  in  Infancy  and  Child- 
hood,” Dr.  Benjy  Brooks,  Houston; 
“Hiatal  Hernia,”  Dr.  Victor  C. 
DeLuccia,  New  York;  “Peptic  Ul- 
cer,” Dr.  Chester  C.  Guy,  Chicago; 
“Surgery  of  the  Pancreas,”  Dr. 
Richard  Martin,  Houston;  “Sur- 
gery of  the  Gallbladder,”  Dr. 
Ralph  Coffey,  Kansas  City,  Mo. 

Also  “Gynecological  Surgical 
Complications,”  Dr.  William  J. 
Blackwell,  Evanston,  111.;  “Indus- 
trial Back  Injuries,”  Dr.  W.  Com- 
pere Basom,  El  Paso;  “Fractures 
and  Complications,”  Dr.  Robert 
Elliott,  Houston;  “Surgical  Car- 
diac Disease,”  Dr.  Thomas  Baffes, 
Skokie,  111.;  “Regional  Chemo- 
therapy in  the  Treatment  of  Can- 
cer,” Dr.  John  Stehlin,  Houston; 
“Surgery  of  the  Breast,”  Dr. 


Henry  P.  Leis,  Jr.,  New  York; 
“Cancer  of  the  Uterus,”  Dr.  Felix 
Rutledge,  Houston;  “Burns,”  Dr. 
John  B.  O’Donoghue,  Jr.,  Chicago; 
“Surgery  of  the  Shoulder,”  Dr. 
Marcel  Fortier,  Montreal,  Quebec; 
and  “Intestinal  Obstruction,”  Dr. 
Gerard  Gagnon,  Chicoutimi,  Que- 
bec. 

Dr.  Charles  A.  Berry,  chief  of 
Center  Medical  Programs,  Na- 
tional Aeronautics  and  Space  Ad- 
ministration (NASA),  will  pre- 
side over  a panel  entitled  “Manned 
Space  Flight:  Current  Status  Re- 
port and  Future  Mission  Support.” 
This  will  be  a discussion  of  med- 
ical results  of  long-duration  space 
flights. 

Other  panel  members  are  Dr. 
D.  O.  Coons,  chief.  Center  Medical 
Office,  NASA,  who  will  talk  on 
“Operational  Support,”  and  Dr. 
Lawrence  F.  Dietlein,  assistant 
chief  for  medical  support.  Crew 
System  Division,  NASA,  whose 
topic  will  be  “Medical  Experi- 
ments.” 

Other  Texans  taking  part  in 
the  program  are  Miss  Lucie  C. 
M.  Schultz,  RN,  Houston;  Dr.  A. 
Hudson,  Houston;  Col.  W.  E. 
Switzer,  Brooke  General  Hospital, 
Fort  Sam  Houston;  Dr.  Carlos 
Vallbona,  Houston;  Dr.  Stewart 
A.  Wilber,  Houston;  Dr.  Carleton 
Neil,  Houston;  Dr.  Louis  Girard, 
Houston. 

Also,  Dr.  Fred  B.  Kessler,  Dr. 
Bromley  Freeman,  Dr.  Alice  Mc- 
Pherson, Dr.  R.  S.  Ruiz,  Dr. 
George  Kolodny,  Dr.  Louis  Daily, 
Dr.  Herbert  H.  Harris,  Dr.  Carl 
Haggard,  Dr.  James  Keegan,  Dr. 
Franz  Leidler,  Dr.  Paul  Harring- 
ton, all  of  Houston. 

Also,  Dr.  Casey  E.  Patterson, 
Dallas;  Dr.  Curtice  Rosser,  Dal- 
las; Dr.  J.  Arnold  Bargen,  Temple, 
and  Dr.  E.  Burke  Evans,  Galves- 
ton. 


Gastroenterology  Forum 
Set  for  May  in  Chicago 


The  Gastroenterology  Research 
Group  will  hold  a forum  at  the 
Drake  Hotel  in  Chicago  on  Thurs- 
day, May  26. 

A series  of  short  papers  will  be 
presented  Thursday  morning,  with 
Dr.  George  A.  Hallenbeck  of  the 
Mayo  Clinic,  Rochester,  Minn., 
and  Dr.  Albert  I.  Mendeloff  of 
Baltimore,  Md.,  moderating. 

A symposium  on  “The  Stomach 
as  a Tai'get  for  Endocrine  Glands” 
is  scheduled  for  the  afternoon. 
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When  uncontrolled 
diarrhea  brings 
a call  for  help 


When  the  diarrhea  sufferer  has  run  the 
gamut  of  home  remedies  without  success,, 
pleasant-tasting  cremomycin  can  answer: 
the  call  for  help.  It  can  be  counted  on  to 
consolidate  fluid  stools,  soothe  intestinal 
inflammation,  inhibit  enteric  pathogens, 
and  detoxify  putrefactive  materials— usu- 
ally within  a few  hours. 

CREMOMYCIN  combines  the  bacteriostatic 
agents,  succinyisulfathiazole  and  neomy- 
cin, with  the  adsorbent  and  protective  de- 
mulcents, kaolin  and  pectin,  for  compre- 
hensive control  of  diarrhea. 


Indications:  Diarrhea.  Contraindications:  Kaolin: 
Withhold  if  diverticulosis  is  present  or  suspected. 
Precautions:  Sulfonamide:  Continued  use  requires 
supplementary  administration  of  thiamine  and  vita- 
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your  for 
Cremomycin 
can  provide  relief 


promptly  relieves  diarrheal  distress 

Cremomycin 

ANTIDIARRHEAL  ^ 

Composition:  Each  30  cc.  contains  neomycin  sulfate 
300  mg.  (equivalent  to  210  mg.  of  neomycin  base), 
succinylsulfathiazole  3.0  Gm.,  colloidal  kaolin  3.0 
Gm.,  pectin  0.27  Gm. 

@MERCK  SHARP  & DOHME  Division  of  Merck  i Co.,  Inc.,  West  Point.  Pa. 

Where  today’s  theory  is  tomorrow’s  therapy 


‘ min  K.  Neomycin:  Patient  should  be  observed  for 
;S|  ne\A/  infections  due  to  bacteria  or  fungi.  Side  Effects: 

Sulfonamide:  Sensitivity  reactions  may  occur  (e.g., 
" skin  rashes,  anemia,  polyneuritis,  fever;  agranulo- 
to  cytosis  with  a fatal  outcome  has  been  reported). 

I Reduction  of  thiamine  output  in  the  feces  and  of 
31 ; vitamin  K synthesis  has  been  observed.  Neomycin: 
5 [ Nausea,  loose  stools  possible. 

' - Before  prescribing  or  administering,  read  product 
, circular  with  package  or  available  on  request. 
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15  Texans  To  Participate 
In  OB  Session  in  Chicago 

The  American  College  of  Obste- 
tricians and  Gynecologists  will 
hold  its  14th  Annual  Clinical  Meet- 
ing, Monday-Thursday,  May  2-5, 
at  the  Palmer  House  in  Chicago. 
Postgraduate  courses  and  regis- 
tration have  been  scheduled  for 
Saturday  and  Sunday  preceding 
the  official  opening  of  the  meeting 
Monday  morning. 

Approximately  500  program  par- 
ticipants, including  some  15  Tex- 
ans, will  consider  virtually  every 
major  obstetric-gynecologic  subject 
in  formal  papers,  round  table  and 
panel  discussions,  correlated  semi- 
nars, luncheon  conferences,  and  re- 
ports on  current  research. 

Panel  discussions  will  cover  such 
topics  as  chemotherapy  for  gyne- 
cologic malignancy,  therapeutic  ad- 
ministration of  estrogens,  inter- 
sexuality and  anomalies  of  the  sex 
chromosomes,  the  updating  of  cur- 
rent abortion  laws,  and  emergen- 
cies during  obstetric  anesthesia. 

Formal  papers  will  include  pres- 
entations on  the  stimulation  of  ovu- 
lation, maternity  care  in  low  in- 
come families,  smoking  and  preg- 
nancy, a comparison  of  intrauter- 
ine contraceptive  devices  in  pri- 
vate and  indigent  patients,  and  the 
accuracy  of  vaginal  irrigation 
smears. 

Among  the  special  events  will  be 
a program  on  “Extra-Marital  Preg- 
nancy,” sponsored  by  the  College’s 
Committee  on  Family  Life  Educa- 
tion. The  program  will  consist  of  a 
motion  picture  depicting  the  prob- 
lem of  extramarital  pregnancy  to 
the  teen-age  girl,  the  woman  in  her 
twenties,  and  the  woman  in  her 
thirties.  Following  each  episode,  a 
panel  of  specialists  will  evaluate 
the  case  and  discuss  its  possible  so- 
lution. 

Among  the  Texans  participating 
are  Dr.  Paul  C.  MacDonald  of  Dal- 
las, Pentti  K.  Siiteri,  Ph.D.,  of  Dal- 
las, Dr.  Raymond  H.  Kaufman  of 
Houston,  Dr.  Oran  V.  Prejean  of 
Dallas,,  Dr.  Wayne  F.  Baden  of 
Temple,  Dr.  Tom  Walker  of  Tem- 
ple, Dr.  John  A.  Wall  of  Houston, 
Dr.  J.  Alan  Alexander  of  Houston, 
Dr.  Herman  L.  Gardner  of  Hous- 
ton, Dr.  William  J.  McGanity  of 
Galveston,  Dr.  Reuben  H.  Adams 
of  Dallas,  C.  Dean  Dukes,  Ph.D.,  of 
Houston,  Dr.  G.  C.  (Tom)  Nabors 
of  Dallas,  Maj.  Robert  E.  Rogers 
of  Houston,  and  Dr.  Jack  L.  Turner 
of  Port  Worth. 

Several  Texans  also  will  present 
scientific  exhibits,  which  will  be  on 


display  throughout  the  sessions. 

Dr.  Alexander  and  Dr.  Robert  R. 
Franklin  will  show  an  exhibit  of 
“The  Effects  of  Sparteine  Sulfate 
on  Uterine  Activity.”  An  exhibit  on 
“A  Comparative  Study  of  Com- 
bined and  Sequential  Antiovula- 
tory Therapy  on  Vaginal  Monilia- 
sis” will  be  prepared  by  Dr.  John  L. 
Jackson,  III,  and  Dr.  W.  Thomas 
Spain  of  Wichita  Falls.  Dr.  Karl 
John  Karnaky  of  Houston  will  be 
represented  by  an  exhibit  on  “A 
Normal  Physiological  Vagino-Cer- 
vical  Powder  in  Obstetrics  and 
Gynecology.” 

Approximately  2,500  physicians 
are  expected  to  attend  the  meeting, 
registration  for  which  is  open  to 
all  M.D.s  regardless  of  whether 
they  are  fellows  of  the  College. 


AMA  Disapproval  Voiced 
On  Mortgage,  Loan  Bill 


The  disapproval  of  the  Ameri- 
can Medical  Association  on  a House 
Resolution  which  would  provide  pri- 
ority mortgage  insurance  or  direct 
loans  to  a “group  practice  unit  or 
organization”  was  voiced  by  Dr. 
Harvey  Renger  of  Hallettsville,  at 
a subcommittee  hearing  in  Wash- 
ington, D.C.,  on  March  11. 

With  Mr.  Bernard  P.  Harrison, 
director  of  the  AMA  Department 
on  Legislation,  Dr.  Renger,  a mem- 
ber of  the  AMA  Council  on  Legis- 
lative Activities,  appeared  before 
the  Subcommittee  on  Housing  of 
the  Committee  on  Banking  and 
Currency,  US  House  of  Represen- 
tatives, to  state  the  AMA  position 
on  H.R.  9256,  89th  Congress,  “Mort- 
gage Insurance  and  Loans  for 
Group  Practice  Facilities.” 

“H.R.  9256  is  not  primarily  con- 
cerned with  physician  owned  and 
operated  group  practices,”  Dr.  Ren- 
ger stated  at  the  hearing,  “but  is 
intended  to  provide  preferential  as- 
sistance to  prepaid  closed  panel 
group  practices,  particularly  those 
which  may  be  established  by  agen- 
cies or  organizations.  We  see  no 
justification  for  such  priority.” 

He  pointed  out  that  the  priorities 
which  would  be  established  by  the 
bill  give  preference,  not  to  medical 
or  dental  groups,  but  to  “agencies 
or  organizations  which  undertake 
to  provide  medical  care  to  members 
or  subscribers  primarily  on  a group 
practice  prepayment  basis.  Thus 
the  question  is  not  simply  whether 
mortgages  should  be  insured  for,  or 
loans  given  to,  ‘group  practices’  but 
whether  preferences  for  such  loans 


should  be  given  to  corporations,  as- 
sociations, trusts  or  other  organi- 
zations which  undertake  to  make 
available  medical  care.” 

Dr.  Renger  summarized  the  AMA 
objections:  “We  would  emphasize 
that  this  legislation  is  discrimina- 
tory, designed  to  promote  a sys- 
tem of  furnishing  medical  care 
through  closed  panel  prepayment 
group  health  plans;  that  it  is  un- 
necessaiy  in  view  of  the  rapidly 
increasing  number  of  group  prac- 
tices being  formed  without  federal 
legislation;  that  direct  loans  are 
unwarranted;  and  that  physicians 
enjoy  excellent  credit  standing  in 
their  communities  and  need  no  spe- 
cial assistance  in  financing  the  con- 
stiniction  of  office  facilities.” 

Dr.  Renger  told  the  subcommit- 
tee, “As  we  understand  it,  H.R. 
9256  would  amend  the  National 
Housing  Act  to  provide  mortgage 
insurance  or  direct  loans  to  a 
‘group  practice  unit  or  organiza- 
tion’ for  the  constniction  of  new 
structures,  the  acquisition  of  exist- 
ing stiaictures  and  the  expansion, 
remodeling  and  improvement  of 
same,  as  well  as  the  cost  of  equip- 
ping any  such  facilities.” 

While  the  hill  provides  a wide 
latitude  as  to  the  groups  for  which 
mortgages  may  be  insured  or  to 
which  loans  may  be  given.  Dr.  Ren- 
ger pointed  out,  “the  bill  estab- 
lishes the  priorities  of  such  par- 
ties, and  provides  discretionary 
power  to  the  Federal  Housing  Com- 
missioner and  the  Housing  and 
Home  Finance  Administrator  to 
determine  additional  priorities  as 
they  may  deem  appropriate.” 

Dr.  Renger  stated  that  the  AMA 
does  not  oppose  group  practice  by 
physicians,  adding  that  “this  type 
of  practice  is  neither  feasible  nor 
desirable  for  all  of  the  physicians 
of  our  nation.” 

He  also  pointed  out  that  re- 
sponses to  an  AMA  direct  mail  in- 
quiry last  year  showed  that  there 
are  now  5,450  group  practices  with 
approximately  26,000  physicians 
participating  in  such  groups,  an  in- 
crease of  350  percent  in  five  years 
without  federal  subsidization. 

Stating  that  suiweys  which  have 
compared  the  MD  to  other  profes- 
sions or  to  the  businessman  have 
found  the  physician  at  the  top  of 
the  earnings  or  net  income  ladder. 
Dr.  Renger  said,  “As  far  as  we 
know,  there  has  been  nothing  shown 
which  would  indicate  that  physi- 
cians require  any  special  or  uncon- 
ventional form  of  assistance  when 
financing  the  construction  of  their 
offices  or  the  equipping  of  them.” 
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Personals 


Dr.  M.  Jeanne  Fairweather,  chief 
of  General  Medical  Clinics  at 
Brooke  Genei-al  Hospital,  Fort  Sam 
Houston,  recently  was  awarded  the 
Department  of  the  Anny  Sustained 
Superior  Performance  Award.  Dr. 
Fairweather  also  recently  returned 
from  a short  tour  of  duty  in  the 
Far  East,  where  she  served  with 
a refugee  center  in  the  mountains 
out  of  Kowloon,  in  Hongkong,  and 
later  in  Portuguese  Macau  on  the 
Red  China  border. 

Dr.  William  O.  Russell,  head  of 
the  Pathology  Department  at  the 


University  of  Texas  M.D.  Anderson 
Hospital  and  Tumor  Institute  in 
Houston,  recently  was  awarded  the 
Caldwell  (Scientific)  Award  of  the 
Texas  Society  of  Pathologists,  Inc. 
The  awai’d  is  presented  annually  to 
a distinguished  medical  scientist 
of  Texas  as  commendation  for  out- 
standing contributions  to  medical 
science  in  the  state. 

Dr  Russell’s  research  has  ranged 
from  whole  organ  studies  of  thy- 
roid and  other  organs  to  work  on 
bovine  keratoconjunctivitis,  air  pol- 
lution, forensic  medicine,  and  my- 
cotic diseases.  Since  1963  he  has 
been  working  on  a grant  from  the 
United  States  Public  Health  Serv- 
ice to  further  five  years’  research 
and  graduate  training  in  laboratory 
medicine  as  related  to  the  diagnosis 
of  cancer  and  its  treatment. 

New  chairmen  of  three  depart- 
ments at  Baylor  University  College 
of  Medicine  have  been  appointed  by 
the  Board  of  Trustees  of  Baylor 
University  in  Houston.  Dr.  Vernon 
Knight  has  been  appointed  profes- 
sor and  chainnan  of  the  Depart- 
ment of  Microbiology  and  head  of 
the  Division  of  Infectious  Diseases, 
Department  of  Medicine.  Dr.  Harry 
S.  Lipscomb  has  been  named  pro- 
fessor of  physiology  and  chainnan 
of  the  Department  of  Biochemisti'y. 
Dr.  Charles  E.  Flowers,  Jr.,  has 
been  appointed  professor  and 
chairman  of  the  Department  of 
Obstetrics  and  Gynecology.  Dr. 
Lipscomb  assumed  his  new  duties 
on  March  15,  and  the  appointments 


of  Dr.  Knight  and  Dr.  Flowers 
will  become  effective  on  July  1. 

Dr.  Thomas  Paul  Thompson, 
Jr.,  Texarkana,  Ark.-Tex.,  will  be 
installed  as  a fellow  of  the  Amer- 
ican College  of  Obstetricians  and 
Gynecologists  at  its  annual  meet- 
ing, May  2-5,  in  Chicago. 


Boston  Medical  Series 
Broadcast  by  KLRN/TV 

“Boston  Medical  Reports,”  a 
medical  postgraduate  educational 
television  series,  currently  is  being 
broadcast  each  Monday  at  10:30 
p.m.  over  KLRN/TV,  Channel  9, 
the  San  Antonio-Austin  educational 
television  station. 

Initially  a project  of  Travis 
County  Medical  Society,  the  series 
has  taken  on  statewide  dimensions 
as  approximately  one-third  of  the 
state  of  Texas  is  included  in  Chan- 
nel 9’s  broadcasting  radius.  The 
program  can  be  received  as  far 
south  as  Laredo,  as  far  west  as 
Del  Rio,  and  as  far  north  as  Waco. 

Covering  a wide  variety  of  medi- 
cal problems,  from  discussions  of 
peripheral  vascular  disease  to  can- 
cer chemotherapy,  the  first  week- 
ly program  was  aired  on  Monday, 
April  11,  and  will  continue  for  23 
weeks,  through  Sept.  12. 

Designed  only  for  physician- 
viewing, the  programs  are  broad- 
cast at  a time  when  normal  broad- 
casting schedules  are  over.  The 
station  appears  to  go  off  the  air 
with  the  test  pattern  on  video.  Aft- 
er five  minutes  of  silence  on  the 
air,  the  “Boston  Medical  Reports” 
is  then  broadcast,  at  approximately 
10:30  p.m.,  each  consecutive  Mon- 
day, according  to  Mr.  Harwey 
Herbst,  station  manager  of  KLRN/- 
TV,  who  arranged  for  the  program 
series  through  Mr.  Harold  Pyke  of 
the  Bingham  Associates  Fund, 
Tufts-New  England  Medical  Cen- 
ter. 

The  first  programs  in  the  series 
included  “Staphylococcal  Infection” 
and  “Myeloproliferative  Syndrome.” 
Upcoming  titles  will  be  the  follow- 
ing: 

April  25 — “Jaundice — Medical  or 
Surgical” 

May  2 — “Problems  in  the  Man- 
agement of  Graves’  Disease” 

May  9 — “An  Approach  to  Peri- 
pheral Vascular  Disease” 

May  16 — “Evaluation  of  Protein- 
uria and  Hematuria” 

May  23 — “Neurology  in  General 
Medicine” 


Medical  Papers  Highlight 
Of  NTA,  ATS  Conference 

Eighty  - four  scientific  papers, 
more  than  ever  before  presented, 
will  be  featured  at  the  annual  meet- 
ings of  the  National  Tuberculosis 
Association,  the  American  Thoracic 
Society,  and  the  National  Confer- 
ence of  Tuberculosis  Workers, 
scheduled  for  May  22-25  in  San 
Francisco.  Headquarters  for  the 
four-day  session  will  be  the  San 
Francisco  Hilton. 

A new  feature,  a “Consult  the 
Experts”  session,  will  be  held,  and 
six  round  tables  are  planned,  one  on 
“Control  of  Pulmonary  Circula- 
tion” and  others  on  such  topics  as 
chronic  lung  disease  in  children 
and  new  lung  diseases. 

Nobel  Prize  winner.  Dr.  Dickin- 
son W.  Richards  of  New  York  City, 
will  talk  on  “The  Right  Heart  and 
the  Lung,”  in  his  Amberson  Lec- 
ture presentation. 

Highlights  of  the  nursing  pro- 
gram will  include  a May  21  semi- 
nar on  tuberculosis,  at  which  a 
new  teaching  film  will  be  preview- 
ed, and  a discussion  of  nursing 
problems  in  pulmonary  emphysema. 

Astronaut  Scott  Carpenter  of 
Houston,  1965  National  Honorary 
Christmas  Seal  chairman,  is  sched- 
uled to  speak  at  the  NTA  lunch- 
eon on  May  25. 

A number  of  Dallasites  will  be 
involved  in  the  presentation  of 
papers  during  the  conference. 

Among  these  contributions  are 
“A-typical  Mycobacterial  Infection 
and  Pancytopenia,”  Dr.  Jose  Zamo- 
rano  and  Dr.  Ralph  Tompsett; 
“Pulmonary  Functional  Abnormal- 
ities Associated  with  Acute  Bagas- 
sosis,”  Dr.  Alan  K.  Pierce,  Dr. 
David  P.  Nicholson,  Dr.  John  M. 
Miller,  and  Dr.  Robert  L.  Johnson, 
Jr.;  “The  Mechanics  of  Cough  in 
Obstructive  Respiratory  Disease,” 


"You  were  supposed  to  moke  the  product 
disposable,  not  expendable." 
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« ULTRA-VIOLET  ABSORBING  LOTION 


an  outstanding  new 


Solar  Protective  Agent 
that  provides  a maximal 
degree  of  protection  from 
sunlight  • • « 


LITERATURE  AND  SAMPLES  AVAILABLE  ON  REQUEST 
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raethoxybenzo- 
phenone-5  sulfonic 
acid  1Q%  (Pat.  Pend.) 
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SUNLIGHT 


Net  wt.  75  Gw. 


Clinical  evidence  has  proven  UVAL  safe 
and  effective  ...  A new  drug  for  the 
prevention  of  erythema  and  photoder- 
matosis . . . Cosmetically  acceptable  - 
odorless  - dries  to  an  invisible  film. 


♦ UVAL’S  BROAD  SPEaRAL  COVER- 
AGE, 2000-6500  A°  UNITS,  IS  EF- 
FECTIVE IN  THE  PREVENTION  OF 
PHOTODERMATOSIS,  PARTICULAR- 
LY WHEN  DRUG  INDUCED. 


A LIST  OF  PHOTOSENSITIZING 
AGENTS  IS  AVAILABLE  ON  RE- 
QUEST. 
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Dr.  G.  B.  Shaw  and  Dr.  Robert  G. 
Loudon. 

Also  “Respiratory  and  Hemody- 
namic Alterations  in  Acute  Pulmo- 
nary Air  Embolism,”  Dr.  William 
A.  Cook,  Dr.  Watts  R.  Webb,  Dr. 
Metin  Unal  and  John  M.  Ferrell, 
Jr.;  “The  Mycology  and  Immu- 
nology of  Bagasse  Worker’s  Lung,” 
Dr.  David  P.  Nicholson;  “The  Com- 
position of  Fungi  in  Relation  to 
Eosinophilia,”  Dr.  John  S.  Chap- 
man and  Jean  Clark;  “The  Prob- 
lem of  Positive  Tuberculin  Reac- 
tion in  Children  Without  Demon- 
strable Contact,”  Dr.  John  S.  Chap- 
man, Dr.  B.  G.  Black,  Dr.  Shirley 
Kindberg,  Margaret  Dyerly  of  Dal- 
las, and  Dr.  William  E.  Potts  of 
Little  Rock,  Ark. 

Also  “Adsorption  of  Tuberculin- 
Hypersensitivity  Factor  with  An- 
tigens of  Tubercle  Bacillus,”  Ivan 
Kochan,  Ph.D.,  and  John  Christo- 
pher; “Droplets  and  Droplet-Nuclei 
Produced  by  Coughing  and  Talk- 
ing,” Dr.  Robert  G.  Loudon  and 
Rena  Marie  Roberts,  and  “A 
Framework  for  Reorganization — 
Do  We  Need  One?”,  G.  Gordon 
Beck. 


Postgraduate  Courses 


Tenth  Postgraduate  Course  in 
Trauma,  Chicago,  April  20-23. — A 
series  of  lectures  by  Dr.  Joseph  A. 
Trueta,  Nuffield  Professor  of  Or- 
thopaedic Surgery,  Nuffield  Ortho- 
paedic Centre,  Oxford  England,  will 
be  featured  at  the  trauma  post- 
graduate course,  sponsored  by  the 
Chicago  Committee  on  Trauma  of 
the  American  College  of  Surgeons 
in  the  John  B.  Murphy  Memorial 
Auditorium  in  Chicago. 

Dr.  Trueta’s  topics  will  include 
“Recent  Studies  on  the  Mechanism 
of  Reparative  Osteogenesis,”  “Fail- 
ure of  Bone  Union — Its  Causes  and 
Treatment,”  and  “Principles  and 
Practice  of  Treatment  of  Intra-ar- 
ticular  Fractures.” 

Among  the  other  topics  to  be 
covered  by  experts  in  their  fields 
are  “Skeletal  and  Skin  Traction 
and  Their  Indications,”  “Repair  of 
Face  and  Jaw  Injuries,’’  “The  Role 
of  Plastic  Surgery  in  Trauma,” 
“The  Use  of  Radioactive  Isotopes 
to  Diagnose  Pathological  Frac- 
tures,” “Common  Injuries  of  the 
Thorax,”  “Treatment  of  Fractures 
of  the  Humerus  with  the  Hanging 
Cast,”  and  “Pathological  Frac- 
tures in  Children.” 

For  further  information,  write 
to  Dr.  James  P.  Ahstrom,  Jr., 


chairman  of  the  Tenth  Postgrad- 
uate Course,  American  College  of 
Surgeons,  55  East  Erie  Street, 
Chicago,  111.  60611. 

One  Texas  physician.  Dr.  Roger 
D.  Williams,  professor  and  chair- 
man of  the  Department  of  Sur- 
gery at  the  University  of  Texas 
Medical  Branch,  will  be  participat- 
ing. 

Obstetrics-Gynecology  Seminar, 
Dallas,  May  13-14. — The  Methodist 
Hospital  of  Dallas  Department  of 
Obstetrics-Gynecology  will  sponsor 
its  second  annual  Seminar  at  the 
hospital’s  new  Martin  and  Char- 
lotte Weiss  Educational  Building. 

Principal  speakers  include  Dr. 
James  A.  Merrill  and  his  staff  from 
the  University  of  Oklahoma  School 
of  Medicine  and  Dr.  Albert  Gerbie, 
associate  professor  of  gynecology 
and  obstetrics  at  Northwestern 
University  Medical  School  in  Chi- 
cago. 

Theme  of  the  meeting  will  center 
around  a study  of  the  endometrium, 
and  around  a collection  of  historic 
obstetrics  textbooks,  being  assem- 
bled by  Dr.  Charles  Tandy,  histori- 
an and  anesthesiologist  on  Meth- 
odist’s medical  staff.  The  collec- 
tion, including  books  carrying  copy- 
rights as  early  as  1513,  will  trace 
obstetrics  from  practices  of  mid- 
wifery and  the  early  development 
of  anesthesia  to  more  recent  de- 
velopments of  the  present  decade. 

Lectures  for  the  two  days  will 
cover  such  topics  as  “The  Use  of 
Amniocentesis,”  “Endometriosis,” 
“Abnormal  Menstruation — Medical 
Factors,”  “The  Endometrium  in 
Stein-Leventhal  Syndrome,”  and 
“Progesterone  Therapy  in  Adeno- 
carcinoma of  the  Endometrium.” 

Also  “Chorionic  Malignancies,” 
“Uterine  Physiology,”  “Abnormal 
Menstruation — Emotional  Factors,” 
and  “Lipid  Metabolism  of  the  En- 
dometrium and  Diagnosis  of  Car- 
cinoma of  the  Endometrium.” 

The  seminar  is  acceptable  for 
credit  from  the  Academy  of  Gen- 
eral Practice.  Further  information 
may  be  obtained  from  Methodist 
Hospital  of  Dallas,  P.  0.  Box  5999, 
Dallas  75222. 

Spring  Clinics  of  Children’s  Hos- 
pital, Denver,  June  13-15. — Guest 
speakers  for  the  Spring  Clinics  will 
include  Dr.  Robert  Greenberg,  Stan- 
ford University;  Dr.  Marion  Eu- 
gene Lahey,  University  of  Utah; 
and  Dr.  Hugh  Lynn,  The  Mayo 
Clinic. 

For  further  infoimation,  physi- 
cians may  write  Dr.  Joseph  Butter- 
field, Children’s  Hospital,  Denver, 
Colo.  80218. 


New  USPHS  Office  Formed 
To  Ensure  Title  VI  Compliance 


The  establishment  of  an  Office  of 
Equal  Health  Opportunity  in  the 
US  Public  Health  Service  has  been 
announced  by  Surgeon  General  Wil- 
liam H.  Stewart. 

The  new  office  has  been  chai’ged 
with  the  responsibility  for  the  civil 
rights  activities  of  all  agencies  of 
the  executive  branch  which  admin- 
ister federal  assistance  funds  in 
the  health  and  medical  fields. 

In  his  letter  to  hospital  adminis- 
trators, Dr.  Stewart  stated: 

“The  Public  Health  Service  has 
been  given  the  responsibility  of  en- 
suring compliance  with  Title  VI  in 
all  hospitals  receiving  funds  direct- 
ly or  indirectly  from  any  depart- 
ment or  agency  of  the  federal  gov- 
ernment. As  a result,  hospitals  will 
be  dealing  with  only  one  depart- 
ment of  the  federal  government  in- 
stead of  fifteen.” 

Dr.  Stewart  pointed  out,  how- 
ever, that  this  activity  of  the 
USPHS  does  not  relieve  state  and 
local  recipients  of  federal  grants, 
such  as  state  or  local  health  and 
welfare  agencies,  from  continuing 
responsibility  for  determining  that 
federally  supported  programs  do 
not  use  non-complying  hospitals. 

Specific  steps  were  taken  recently 
to  assure  compliance  in  the  health 
and  medical  fields  with  Title  VI  of 
the  Civil  Rights  Act  of  1964. 

The  administrators  of  the  na- 
tion’s more  than  10,000  hospitals 
received  letters  explaining  that  to 
be  eligible  to  receive  federal  assist- 
ance or  to  participate  in  any  fed- 
erally assisted  program,  a hospital 
must  be  in  compliance  with  Title 
VI.  At  the  same  time  they  received 
“Guidelines  for  Compliance  with 
Title  VI  of  the  Civil  Rights  Act  of 
1964,”  a two-page  general  explana- 
tion of  what  is  required  if  a hospi- 
tal is  to  be  in  compliance  with  Ti- 
tle VI.  The  dociunent  spells  out 
that  “hospitals  in  compliance  with 
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the  Act  are  characterized  by  ab- 
sence of  separation,  discrimination, 
or  other  distinction  on  the  basis  of 
race,  color,  or  national  origin  in  any 
activity  carried  on  in,  by,  or  for  the 
institution  affecting  the  care  and 
treatment  of  patients.” 

Hospital  administrators  were 
asked  to  complete  a Medical  Facili- 
ties Compliance  Report,  requesting 
specific  infoinnation  on  civil  rights 
practices  within  the  hospitals  in 
relation  to  the  admission,  care,  and 
treatment  of  patients,  the  conduct 
of  training  activities,  the  utiliza- 
tion of  staff  and  the  extension  of 
staff  privileges. 

If  evidence  of  discriminatory 
practice  is  indicated  in  the  return- 
ed questionnaire,  the  specific  areas 
of  failure  to  comply  will  be  pointed 
out.  The  hospital  will  then  be  given 
an  opportunity  to  eliminate  its  dis- 
criminatoi’y  practices  as  quickly  as 
possible.  Where  discrimination  per- 
sists, the  hospital  will  be  excluded 
from  any  new  federal  assistance 
programs,  such  as  Health  Insur- 
ance for  the  Aged,  which  begins 
on  July  1.  When  negotiations  fail 
to  achieve  compliance,  steps  will  be 
taken  under  Title  VI  to  terminate 
present  assistance,  or  compliance 
will  be  secured  through  enforce- 
ment by  the  courts. 

An  Assurance  of  Compliance 
form  also  was  mailed  to  approxi- 
mately 7,000  hospitals  which  have 
not  as  yet  filed  such  forms.  When 
signing  the  Assurance  form,  the 
authorized  hospital  official  agrees 
that  his  institution  will  comply  with 
the  provisions  of  Title  VI  and  that 
any  necessary  measures  will  be 
taken  immediately  to  effectuate 
this  agreement. 


Mental  Retardation  Plan 
Pledged  State  Support 

Gov.  John  Connally  has  pledged 
state  leadership  in  financial  aid, 
research,  training,  and  manpower 
development  to  the  community- 
based  approach  to  providing  men- 
tal retardation  services. 

Governor  Connally,  keynote 
speaker  at  the  March  17-18  Gov- 
ernor’s Conference  on  Mental  Re- 
tardation in  Austin,  was  pre- 
sented a 200-page  book  of  “Recom- 
mendations for  the  Development  of 
the  Texas  Plan  to  Combat  Mental 
Retardation”  by  a statewide  citi- 
zens’ advisoiy  committee. 

“We  may  not  be  able  to  afford 
all  of  these  recommendations  at  one 
time,”  the  Governor  told  his  au- 


dience of  an  estimated  1,700  per- 
sons. “I  assure  you,  however,  that 
we  cannot  delay  any  possible  means 
to  coordinate  and  provide  for  these 
essential  seiwices  in  prevention, 
care,  treatment  and  amelioration  of 
mental  I’etardation.” 

Govemor  Connally  said  that  the 
concept  that  every  retarded  person 
in  Texas  deseives  the  fullest  possi- 
ble preparation  for  a life  work  and 
a respected  place  in  his  community 
is  fundamental  to  the  Texas  Plan 
report. 

District  Judge  Hennan  Jones  of 
Austin,  chaiiTnan  of  the  advisory 
committee,  presented  the  recom- 
mendations book  to  the  Govemor. 
Dr.  Horace  Cromer,  chaiiTnan  of 
the  Texas  Board  of  Mental  Health 
and  Mental  Retardation,  presided. 

Governor  Connally  was  intro- 
duced by  Dr.  Hampton  C.  Robinson 
of  Houston,  chairman  of  the  Texas 
State  Board  of  Health. 

The  Texas  Plan  recommendations 
will  get  a final  review  by  the  Gov- 
ernor’s Interagency  Committee  be- 
fore they  receive  the  official  state 
seal  as  the  approved  Texas  Plan  to 
Combat  Mental  Retardation. 

Bill  B.  Cobb,  state  executive 
budget  director,  heads  the  eight- 
member  interagency  committee. 
Other  members  include  Dr.  James 
E.  Peavy,  commissioner,  Texas 
State  Department  of  Health;  and 
Jess  M.  Irwin,  Jr.,  executive  direc- 
tor, Texas  Department  of  Mental 
Health  and  Mental  Retardation. 

Stuart  C.  Fisher,  state  planning 
director,  said  that  the  final  Texas 
Plan  will  be  foiwarded  to  the  US 
Department  of  Health,  Education, 
and  Welfare. 

Govemor  Connally  urged:  “Let 
us  decide  which  of  the  recommenda- 
tions are  of  foremost  concern,  and 
then  build  progressively  from  there 
until  the  needs  of  our  mentally  re- 
tarded citizens  are  placed  in  proper 
perspective  with  other  state  and 
local  services.” 

He  said  that  voluntary,  private, 
and  public  agencies  should  take 
strong,  coordinated  roles  in  the 
development  of  community  mental 
retardation  programs. 

“It  almost  goes  without  saying 
that  prevention  must  have  a pri- 
ority in  any  program  of  mental  re- 
tardation seiwices,  for  it  is  usually 
the  local  physician  who  originally 
encounters  the  child  and  the  early 
evidence  of  retardation,”  Govemor 
Connally  said. 

“All  of  us  are  deeply  grateful 
for  the  response  from  doctors 
throughout  Texas,  without  whose 
help  and  leadership  these  proposals 


would  not  have  been  complete.  We 
are  especially  indebted  to  the  task 
force  on  medical  aspects  of  mental 
retardation,  and  the  group  on 
health  services.” 

The  Govemor  emphasized  the 
need  for  highly  competent  pro- 
fessional diagnosis  and  evaluation 
of  each  person  considered  to  be 
mentally  retarded. 

“It  is  my  understanding  that  the 
need  for  diagnostic  and  evaluative 
seiwices  was  recommended  by  every 
study  group  involved  in  preparing 
this  report.  At  the  Denton  State 
School,  a diagnostic  and  evaluative 
pilot  project  is  now  being  conduct- 
ed under  the  direction  of  Dr.  Do- 
man  Keele,  and  under  the  new  De- 
partment of  Mental  Health  and 
Mental  Retardation,  directed  by  Dr. 
Shervert  H.  Frazier. 

“This  center  has  the  cooperation 
of  the  Maternal  and  Child  Health 
Division  of  the  Texas  State  Depart- 
ment of  Health,  the  local  health 
agency.  Councils  for  Retarded  Chil- 
dren, and  other  public  and  volun- 
tary agencies  in  a 38-county  area 
of  Northeast  Texas.  Without  ques- 
tion, this  project  will  provide  us  a 
model  for  wider  use  in  Texas.” 

Dr.  Frazier,  speaking  on  the  sec- 
ond day  of  the  conference,  said  that 
Texas  is  embarked  on  a new  and 
better  era  for  its  mentally  retard- 
ed citizens.  He  said  he  was  glad  to 
see  that  the  Texas  Plan  recommen- 
dations call  for  spending  more 
money  on  research  into  the  causes 
of  mental  retardation  and  ways  to 
prevent  it. 

“Only  by  spending  for  research 
and  prevention  can  we  save  some  of 
the  money  now  being  poured  into 
care  and  custody,”  Dr.  Frazier 
said. 

He  pointed  out  that  the  state  is 
already  moving  in  the  new  direc- 
tion of  community  mental  health 
and  mental  retardation  centers,  and 
that  the  Texas  Board  of  Mental 
Health  and  Mental  Retardation  has 
selected  Amarillo  and  Beaumont  as 
the  sites  for  two  community  pilot 
projects. 

“We  hope  and  expect  that  these 
will  be  only  the  beginning  of  a net- 
work of  regional  centers  across 
Texas  that  will  bring  services  with- 
in 100  miles  and  two  easy  hours 
of  driving  time  to  all  citizens  in 
the  state.” 

Other  featured  speakers  were  Dr. 
Seymour  Wolfbein,  assistant  sec- 
retary, US  Department  of  Labor; 
and  Dr.  Robert  I.  Jaslow,  chief  of 
the  Mental  Retardation  Branch,  Di- 
vision of  Chronic  Diseases,  US  Pub- 
lic Health  Service. 
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Blue  Shield  Chosen  To  Serve 
Texas  for  Part  B of  Medicare 

The  Social  Security  Administra- 
tion has  selected  32  Blue  Shield 
plans,  15  private  insurance  com- 
panies and  one  independent  health 
insurer  to  administer  the  medical 
benefits  portion  of  the  Medicare 
program,  according  to  the  AMA 
News.  No  state  or  local  medical  as- 
sociation was  chosen. 

Texas,  the  SSA  announced,  will 
be  serviced  by  the  Group  Medical 
and  Surgical  Seiwice  (Blue  Shield), 
which  will  serve  a majority  (59 
percent)  of  beneficiaries  on  a na- 
tionwide basis. 

The  agents  are  under  one-year 
contracts  with  the  government, 
subject  to  renewal  upon  satisfac- 
tory performance.  They  will  handle 
most  of  the  administrative  func- 
tions connected  with  the  supplemen- 
tal Medicare  plan  under  which  the 
aged,  if  they  wish,  pay  $8  a month 
for  medical  insurance  subsidized  by 
another  $3  from  the  government. 
The  companies  will  receive  from 
the  federal  government  money  to 
pay  benefits  and  to  cover  the  ad- 
ministrative costs  of  running  the 
program.  The  premiums  are  paid 
to  social  security,  not  the  compa- 
nies. 

Previously  selected  were  the 
agents  for  the  hospital  benefit  por- 
tion of  Medicare — Blue  Cross  plans, 
Aetna  Life  and  Casualty,  Travelers 
Insurance  Company  and  Pimdential 
Insurance  Company  of  America. 

The  Social  Security  Administra- 
tion picked  a variety  of  companies 
at  first  to  administer  the  program 
in  order  to  determine  which  might 
be  more  efficient  and  to  gain  the 
widest  possible  experience. 

Medicare  beneficiaries  in  certain 
large  group  practice  prepayment 
plans  will  be  seiwed  by  these  plans 
under  contract  with  the  govern- 
ment rather  than  the  area  agent. 

Under  their  contracts  with  the 
government,  the  individual  contrac- 
tors’ primary  responsibility  will  be 
to  pay  the  “reasonable  charges”  for 
physician  and  other  health  services. 
In  detemining  reasonable  charges 
the  contractors  will  consider  the 
usual  and  customary  charges  made 
by  physicians,  as  well  as  the  pre- 
vailing rates  in  the  area  for  simi- 
lar services.  Social  Security  of- 
ficials said. 

Contractors  will  also  have  re- 
sponsibility for  safeguards  against 
unnecessary  utilization  of  covered 
services  and  will  be  required  to 
maintain  such  records  and  furnish 


such  information  as  the  government 
finds  necessary,  the  government 
spokesmen  said. 

Social  Security  Commissioner 
Robert  M.  Ball  said  that  all  organi- 
zations were  evaluated  carefully 
for  their  ability  to  maintain  good 
professional  relations  with  physi- 
cians, medical  societies,  and  other 
professional  groups. 

Under  terms  of  its  contract,  a 
contractor  will  be  required  to  work 
closely  with  medical  societies  and 
their  medical  review  committees  in 
the  area  to  carry  out  its  responsi- 
bility for  detennining  the  rates  and 
amounts  of  payments  to  physicians 
and  for  providing  safeguards 
against  unnecessary  or  improper 
utilization  of  services. 

The  medical  insurance  part  of 
the  Medicare  program  will  pay  80 
percent  of  an  older  person’s  physi- 
cian’s bills,  plus  a variety  of  other 
medical  services  above  an  annual 
deductible  of  $50,  Ball  said.  More 
than  12  million  people  age  65  and 
older  have  enrolled  for  this  cover- 
age that  will  begin  July  1. 


Session  To  Utilize  TV 


Closed-circuit  television  clinical 
presentations  direct  from  Montreal 
Children’s  Hospital  will  highlight 
the  annual  spring  session  of  the 
American  Academy  of  Pediatrics, 
meeting  April  25-27  in  the  Queen 
Elizabeth  Hotel  in  Montreal.  In 
addition  to  a diversified  scientific 
program,  more  than  90  scientific 
and  technical  exhibits  will  be  pre- 
sented at  the  three-day  meeting. 

Television  presentations  will 
cover  subjects  including  manage- 
ment of  the  sick  newborn  infant, 
cerebral  palsy,  learning  disorders, 
and  growth  problems. 


New  Books 
In  TMA  Library 


Abt,  A.  F.:  Abt-Garrison  History 
of  Pediatrics,  Philadelphia,  W. 
B.  Saunders  Co.,  1965. 

Anderson,  B.  E.:  Nursing  Educa- 
tion in  Community  Junior  Col- 
leges, Philadelphia,  J.  B.  Lippin- 
cott  Co.,  1966. 

Association  for  Research  in  Oph- 
thalmology: Symposium  on  the 
Lens,  St.  Louis,  C.  V.  Mosby  Co., 
1965. 

Berne,  E.:  Games  People  Play,  New 
York,  Grove  Press,  Inc.,  1964. 

Bishop,  P.  A.:  Radiologic  Studies 


of  the  Gravid  Uterus,  New  York, 
Harper  & Row,  Publishers,  1965. 

Brest,  A.  N.,  and  Moyer,  John  H.: 
Cardiovascular  Drug  Therapy, 
New  York,  Grune  & Stratton, 
1965. 

Cantor,  M.  0.:  Intestinal  Obstruc- 
tion— Questions  and  Answers, 
Massachusetts,  American  So- 
ciety of  Abdominal  Surgeons, 

1964. 

Ciba  Foundation  Study  Group  No. 
22:  Gonadotropins,  Boston,  Lit- 
tle, Brown  and  Co.,  1965. 

Ciba  Foundation  Symposium:  Man 
and  Africa,  Boston,  Little,  Brown 
and  Co.,  1965. 

Clinical  N eurosurgery,  Proceed- 
ings of  the  Congress  of  Neuro- 
logical Surgeons,  1963,  Balti- 
more, Williams  & Wilkins  Co., 

1965. 

DuBoulay,  G.  H.:  Principles  of 
X-Ray  Diagnosis  of  the  Skull, 
Washington,  D.  C.,  Butterworth 
& Co.  (Publishers)  Ltd.,  1965. 

Emmett,  J.  L. : Clinical  Urography, 
2 vol.,  Philadelphia,  W.  B.  Saun- 
ders Co.,  1964. 

Fawcell,  D.  W. : The  Cell:  Its  Or- 
ganelles and  Inclusions,  Phila- 
delphia, W.  B.  Saunders  Co., 

1966. 

Gellis,  S.  S.:  Current  Pediatric 
Therapy,  1966-1967,  Philadel- 
phia, W.  B.  Saunders  Co.,  1966. 

Goodman,  L. : The  Pharmacological 
Basis  of  Therapeutics,  ed.  3, 
New  York,  The  Macmillan  Co., 
1965. 

Graves,  E.  C.,  ed.:  Ulrich’s  Inter- 
national Periodicals  Directory, 
vol.  1,  Scientific,  Technical  and 
Medical,  ed.  11,  New  York,  R.  R. 
Bowker  Co.,  1965. 

Hess,  W.  R.:  The  Biology  of  Mind, 
Chicago,  University  of  Chicago 
Press,  1964. 

Hueston,  J.  T.:  Dupuytren’s  Con- 
tracture, Baltimore,  Williams  & 
Wilkins  Co.,  1963. 

Ingram,  V.  M.:  Hemoglobin  and 
its  Abnormalities,  Springfield, 
Charles  C Thomas,  1961. 

Jacobson,  E.:  Anxiety  and  Tension 
Control,  Philadelphia,  J.  B.  Lip- 
pincott  Co.,  1964. 

Jokl,  Ernst:  The  Scope  of  Exercise 
in  Rehabilitation,  Springfield, 
Charles  C Thomas,  1964. 

Jokl,  Ernst:  Interyiational  Re- 
search in  Sport  and  Physical 
Education,  Springfield,  Charles 
C Thomas,  1964. 

Jokl,  Ernst:  Heart  and  Sport, 
Springfield,  Charles  C Thomas, 
1964. 

Kaufman,  J.  J.:  Advances  in  Diag- 
nostic Urology,  Boston,  Little, 
Brown  and  Co.,  1964. 
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Ledingham,  I.  McA.:  Hyperbaric 
Oxygenation,  Baltimore,  Wil- 
liams & Wilkins  Co.,  1965. 

MacKinney,  L. : Medical  Illustra- 
tions in  Medieval  Manuscripts, 
Berkeley,  University  of  Califor- 
nia Press,  1965. 

Markowitz,  J.;  Experimental  Sur- 
gery, ed.  5,  Baltimore,  Williams 
& Wilkins  Co.,  1964. 

Marshall,  V.  F.:  Textbook  of  Urol- 
ogy, ed.  2,  New  York,  Hoeber, 

1964. 

Modell,  W. : Drugs  in  Current  Use, 
1966,  New  York,  Springer  Pub- 
lishing Co.,  1965. 

Moeschlin,  S.:  Poisoning;  Diagno- 
sis and  Treatment,  New  York, 
Grune  & Stratton,  1965. 

Netter,  F.  H.:  Endocrine  System 
and  Selected  Metabolic  Disease, 
New  Jersey,  Ciba  Pharmaceuti- 
cal Co.,  vol.  4,  Ciba  Collection  of 
Medical  Illustrations,  1965. 

Novak,  E.  R.,  and  others:  Novak’s 
Textbook  of  Gynecology,  ed.  7, 
Baltimore,  Williams  & Wilkins 
Co.,  1965. 

Nyhus,  L.  M.,  and  Harkins,  Henry 
N.:  Hernia,  Philadelphia,  J.  B. 
Lippincott  Co.,  1964. 

Ruesch,  J.:  Psychiatric  Care,  New 
York,  Grune  & Stratton,  1964. 

Satir,  V.  M.:  Conjoint  Family 
Therapy,  California,  Science  & 
Behavior  Books,  Inc.,  1964. 

Schwartz,  S.  I.:  Surgical  Diseases 
of  the  Liver,  New  York,  Mc- 
Graw-Hill, Inc.,  1964. 

Stevens,  H.  A.,  and  Heber,  Rick: 
Mental  Retardation,  Chicago, 
University  of  Chicago  Press, 

1965. 

Winter,  C.  C.:  Correctable  Renal 
Hypertension,  Philadelphia,  Lea 
& Febiger,  1964. 

NEW  JOURNALS 

Advances  in  Cardiopulmonary  Dis- 
eases, vol.  1,  Banyai,  A.  L.,  and 
Burges,  L.  G.,  (eds.)  Chicago, 
Year  Book  Medical  Publishers, 
1963. 

Journal  of  Pediatric  Surgery,  vol. 
1,  no.  1,  1966,  New  York,  Grune 
& Stratton,  1966. 

Progress  in  Atomic  Medicine,  vol. 
1,  Lawrence,  J.  H.  (ed.).  New 
York,  Grune  & Stratton,  1965. 

Progress  in  Clinical  Cancer,  vol. 
1,  Ariel,  Irving  M.  (ed.).  New 
York,  Grune  & Stratton,  1965. 

Radiological  Clinics  of  North 
America,  vol.  3,  no.  3,  Radio- 
logic  Techniques  in  the  Detec- 
tion of  Primary  and  Metastatic 
Cancer,  edited  by  Sklaroff,  D. 
M.,  Philadelphia,  W.  B.  Saun- 
ders Co.,  1965. 


New  Films 
In  TMA  Library 


Reprieve.  Sound,  color,  22  minutes, 
1965,  Dr.  Murdock  Head,  Pro- 
ducer. 

Five  Americans,  including  a 

former  President  of  the  United 
States,  tell  of  their  recovery  from 
heart  attacks.  Dr.  Murdock  Head 
interviewed  General  Eisenhower,  a 
farmer,  a mechanic,  a contractor, 
and  a banker.  The  purpose  of  the 
film  is  to  inform  the  general  pub- 
lic that  most  of  the  million-plus 
men  and  women  who  survive  a 
heart  attack  each  year  can  return 
to  active  life  by  following  a few 
rules  of  living. 


Book  Notes 


Principles  of  Chest  Roentgenology. 
A programmed  text  by  Benjamin 
Felson,  Aaron  S.  Weinstein,  and 
Harold  B.  Spitz,  221  pages, 
illus.,  Philadelphia,  W.  B.  Saun- 
ders Co.,  1965.  $6.00. 

T HIS  IS  A new  milieu  not  only 
for  the  authors  but  also  for  the 
publishers.  The  programs  were  re- 
peatedly tested  on  individual  medi- 
cal students  and  radiology  resi- 
dents, as  well  as  in  the  classroom. 
Following  the  testing,  the  pro- 
grams were  unified  and  field-test- 
ed in  several  other  medical  col- 
leges. The  text  aims  to  provide  an 
easy-to-acquire  background  for  in- 
terpretation of  chest  roentgeno- 
grams. 


Diseases  of  the  Newborn.  Alexan- 
der J.  Schaffer,  2nd  ed.,  1023  pp. 
Philadelphia,  W.  B.  Saunders 
Co.,  1965.  $22.00. 

W RITTEN  SPECIFICALLY  for 
pediatricians,  general  practitioners, 
and  obstetricians,  this  book  is  a 
comprehensive  presentation  of  vir- 
tually every  problem  of  the  new- 
born that  a physician  is  likely  to 
encounter. 

Section  I,  “The  Normal  and  the 
Abnormal  Newborn,”  is  exception- 
ally well-written.  I was  impressed 
with  the  discussion  of  fluid  balance 
in  the  newborn. 

This  book  differs  from  general 
pediatric  textbooks  in  that  it  is 
more  comprehensive  and  goes  into 
greater  detail  concerning  the  path- 


ologic physiology  in  management 
of  the  disease  process. 

I found  the  contents  of  the  book 
were  accurate  and  well  organized, 
and  the  index  seems  adequate.  The 
book  does  fill  a void  that  pre- 
viously existed,  and  this  reviewer 
recommends  it  without  hesitation. 

— Clifford  Thorne,  M.D.,  Austin 


Man  and  Africa.  Edited  by  Gordon 
Wolstenholme  and  Maeve  O’  Con- 
or, Ciba  Foundation  Symposium, 
400  pages,  illus.,  Boston,  Little, 
Brown  and  Co.,  1965.  $7.50. 

A SIGNIFICANT  collection  of  il- 
luminating papers  on  the  problems 
and  potentialities  of  Africa  are 
presented  in  this  book. 

The  authors  are  distinguished 
social  scientists  and  public  servants 
who  convened  in  Ethiopia  in  Octo- 
ber, 1964,  for  an  international  con- 
ference. Held  under  the  joint  spon- 
sorship of  the  Ciba  Foundation  and 
the  Haile  Selassie  I Prize  Trust, 
the  symposium  was  led  by  Profes- 
sor F.  G.  Young,  Master  of  Dar- 
win College. 

Absorbing  and  informative,  tbe 
collection  offers  insight  into  every 
aspect  of  African  life  and  authori- 
tative interpretations  of  the  conti- 
nent’s consequential  role  in  the 
world  today. 


Surgery  and  Ambroise  Pare.  J.  F. 

Malgaigne,  ti’ans.  by  Wallace  B. 

Hamby.  435  pp.  Norman,  Univer- 
sity of  Oklahoma  Press,  1965. 

$10.00. 

For  students  of  medical  his- 
tory and  physicians  there  have 
been  two  English  publications  in 
the  last  year  which  merit  great  dis- 
tinction. The  first  book  was  the 
publication  Andreas  Vesalius  of 
Brussels  by  Charles  D.  O’Malley 
of  the  University  of  California. 
The  second  is  Surgery  and  Am- 
broise Pare,  translated  by  Dr. 
Hamby.  This  translation  is  from 
the  famous  French  work  in  three 
volumes  by  J.  F.  Malgaigne  pub- 
lished in  1840.  The  present  book 
along  with  the  translator’s  previous 
publication.  The  Case  Reports  and 
Autopsy  Records  of  Ambroise  Pare 
(C.  C Thomas,  Springfield,  111., 
1960)  and  the  Bibliography  of  the 
Works  of  Ambroise  Pare  by  Janet 
Doe  (University  of  Chicago  Press, 
1937)  furnish  a complete  history 
of  western  surgery,  bibliography, 
and  a translation  of  the  books  and 
life  history  of  Ambroise  Pare.  This 
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Support  your 


TEXAS  MEDICAL  ASSOCIATION'S 

PHYSICIANS 

BENEVOLENT 

FUND 

FOUNDED  BY  MAY  OWEN,  M.D. 


Help  needy  physicians  and  their  widows — young 
and  old — whose  income  is  not  sufficient  to 
maintoin  a subsistence  standard  of  living  and 
who  are  unable  to  work. 

Send  donations  or  requests  for 
further  information  to: 


Travis  Smith,  M.D.,  Chairman 
Physicians  Benevolent  Fund  Committee 
Texas  Medical  Association 
1801  North  Lamar  Boulevard 
Austin,  Texas  78701 


Solireiner 

A JUNIOR  COLLEGE 
AND 

HIGH  SCHOOL 

OFFERING 

Th  ree  programs  for  boys  whose  par- 
ents desire  the  highest  type  of  educa- 
tional opportunity  for  them; 

1.  Standard  Junior  College  Department 
offering  Engineering,  Business  Ad- 
ministration, Pre-law,  Pre-medical, 
and  General  College  curricula. 

2.  Standard  High  School  Department. 

3.  Accelerated  Honors  Program,  in 
which  qualified  and  ambitious  high 
school  juniors  may  complete  2 years 
of  high  school  and  2 years  of  college 
in  3 years. 

Applications  now  being  received  for  9- 
week  Summer  School  (June  8 until  Au- 
gust 9)  and  school  year  beginning  in 
September. 

For  information,  write  or  phone 
The  Registrar, 

Soiireiner 

Kerrville,  Texas  78028. 

Telephone:  Clearwater  7-5513. 
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fulfills  a long  need.  While  Vesalius 
gave  us  anatomy,  Pare  gave  us  the 
renaissance  of  surgery;  his  in- 
fluence lasted  for  300  years. 

Fare’s  long  lifetime  of  -writing 
and  the  many  published  editions  of 
his  -works  entitle  him  to  his  motto 
“Labor  improbus  omnia  vincit” 
(Unceasing  -work  conquers  every- 
thing.) 

The  present  volume  contains 
not  only  a complete  life  of  Pare 
but  also  a complete  history  of 
-western  surgery. 

The  beautiful  bronze  statue  in 
Laval,  France  (by  the  famous 
French  sculptor  M.  David)  -where 
Pare  -was  born  is  described  along 
-with  the  dedication  ceremony  at 
the  unveiling  in  1840.  This  work  of 
art  is  still  in  Laval  and  has  been 
reproduced  many  times. 

There  are  many  inspirational 
things  about  the  life  of  Ambroise 
Pare.  Handicapped  by  lack  of 
formal  education,  only  eight  years 
after  his  first  important  battle- 
field discovery,  he  published  his 
method,  which  refuted  all  the 
theories  of  the  past  about  the  sub- 
ject of  gunshot  wounds.  Within  15 
years  from  the  time  he  entered 
practice  as  a poor  barber-surgeon, 
the  most  despised  rank  in  the  heal- 
ing art,  he  was  called  to  Reims 
and  appointed  a surgeon  on  the 
king’s  own  staff.  Within  another 
15  years  he  was  the  king’s  premier 
surgeon,  a rank  he  held  for  the 
rest  of  his  life,  through  the  reigns 
of  two  kings. 

I recommend  this  book  for  any- 
one interested  in  renaissance  sur- 
gery. 

Dr.  Hamby  is  to  be  congratu- 
lated for  his  excellent  translation 
and  editing  of  this  interesting  and 
informative  work.  I enjoyed  read- 
ing it. 

— W.  M.  Crawford,  M.D., 
Fort  Worth 


Obstetrics.  J.  P.  Greenhill,  1246  pp. 
Philadelphia,  W.  B.  Saunders 
Co.,  1965.  $20.00. 

T HIS  EXCELLENT  text,  com- 
plete with  chapters  on  endocrin- 
ology and  metabolism,  developmen- 
tal anatomy  and  physiology,  and 
the  usual  “solid  geometry”  of  ob- 
stetrics hopefully  -will  speed  the 
student,  the  general  practitioner, 
and  the  specialist  toward  complete- 
ness as  doctors  for  women. 

The  contributors  selected  by  Dr. 
Greenhill  are  authoritative  in 
every  way.  Examples  include 
“Pathology  of  the  Newborn”  by 


James  B.  Arey;  “The  Asherman 
Syndrome”  by  Joseph  Asherman, 
and  a chapter  devoted  to  the  “Psy- 
chology of  Pregnancy,  Labor,  and 
the  Puerperium”  by  Flanders  Dun- 
bar. This  last  mentioned  chapter  is 
a welcome  addition  to  an  obstetri- 
cal text. 

In  Chapter  13  the  author  states 
that  labor  is  painful  and  that  it 
was  painful  even  in  primitive 
societies.  This  is  comforting  to 
know  because  most  clinicians  to- 
day hate  to  feel  that  all  their  pa- 
tients are  emotionally  ill.  Chapter 
18  mentions  that  routine  catheter- 
ization is  not  necessary  for  an  un- 
obstructed delivery.  This  chapter, 
however,  omits  reference  to  the 
documented  fact  that  gastric 
emptying  time  is  slowed  almost 
to  a halt  after  the  onset  of  labor; 
this  is  a major  consideration  from 
an  anesthesia  standpoint.  One  au- 
thor prefers  a mediolateral  episi- 
otomy  to  midline;  this  is  difficult  to 
reconcile  with  personal  observa- 
tions. Chapter  nine  fails  to  mention 
any  antidiuretic  action  of  oxytocin 
in  concentrated  dosages,  and  this 
has  been  reported.  It  is  a consid- 
eration when  the  combination  of 
oxytocin  treatment  for  postpartum 
bleeding  from  uterine  atony  and 
possible  renal  shutdown  coexist. 

In  spite  of  these  minor  criti- 
cisms, this  new  edition  -will  con- 
tinue to  be  popular  and  useful  be- 
cause it  is  written  by  experienced 
obstetricians  and  basic  scientists. 
Dr.  Greenhill  has  directed  an  ex- 
cellent book  and  the  publishers 
have  produced  a sturdy  bound  vol- 
ume with  clear  type  and  good  illus- 
trations. The  bibliography  is  com- 
plete. 

—Frank  A.  Giglio,  M.D., 
Beaumont 


Ciba  Foundation  Symposium,  Com- 
plement. G.  E.  Wolstenholme,  and 
Julie  Knight,  eds.  388  pp.  Boston, 
Little,  Brown  and  Co.,  1965. 
$12.50. 

F OR  A NUMBER  of  years,  im- 
munologists have  been  aware  that 
the  highly  complex  complement 
process  figures  significantly  in 
many  protective  and  pathological 
effects  of  antibodies.  In  this  Ciba 
Foundation  Symposium,  leading  ex- 
perts in  the  field  describe  its 
mechanism  of  action  and  its  biolog- 
ical effects,  providing  us  with  a 
sound  understanding  of  the  process 
and  sense  of  importance  to  present- 
day  pathology,  hematology,  immun- 
ology, and  cell  chemistry. 


Pamphlets 


“Your  Health  Insurance  Check- 
Up,”  a new  booklet  published  by 
the  Health  Insurance  Institute,  is 
now  available  to  member  physicians 
of  the  Texas  Medical  Association 
for  distribution  to  their  patients. 

The  pamphlet  is  designed  to  pro- 
vide the  public  -with  a guide  in  an- 
alyzing hospital,  surgical,  and  other 
medical  expense  policies  issued  by 
insurance  companies  on  an  indi- 
vidual and  family  basis. 

It  describes  the  major  forms  of 
health  insurance,  key  terms,  and 
provisions  found  in  medical  expense 
policies,  and  features  a check-list 
of  questions  for  re-viewing  these 
provisions  as  they  apply  to  a fami- 
ly’s health  protection. 

In  addition  to  serving  as  a health 
insurance  guide,  the  10-page  book- 
let contains  a section  which  urges 
patients  to  be  “good  medical  citi- 
zens” by  consulting  their  physician 
promptly,  following  ad-vice,  dis- 
cussing fees  frankly,  and  by  mak- 
ing only  necessary  demands  on 
their  doctor  for  treatment  and 
care. 

To  order  the  booklets,  write  to 
Mr.  Jon  R.  Homaday,  Texas  Medi- 
cal Association,  1801  North  Lamar, 
Austin  78701. 

“For  Good  Dental  Health,  Start 
Early,”  a dental  health  leaflet,  has 
been  prepared  by  the  National 
Dairy  Council  for  parents  of  young 
children,  particularly  those  in  the 
preschool  years. 

It  emphasizes  the  importance  of 
early  -visits  to  the  dentist  and  of 
adequate,  well-balanced  meals. 

Further  information  on  the  leaf- 
let may  be  obtained  from  the  Na- 
tional Dairy  Council,  111  North 
Canal  Street,  Chicago  60606. 

Recent 

Deaths 

DR.  C.  P.  SALYER 

Dr.  Charles  Preston  Salyer,  43, 
died  Oct.  8,  1965,  in  Houston. 

He  was  born  May  13,  1922,  in 
Cassville,  Mo.,  the  son  of  Dr.  and 
Mrs.  Glen  W.  Salyer.  He  attended 
schools  in  Cassville,  and  received 
a bachelor  of  arts  degree  from  the 
University  of  Arkansas.  He  was 
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a high  ranking  graduate  of  the 
University  of  Louisville  School  of 
Medicine  when  he  received  his  de- 
gree in  1945. 

He  served  internship  at  St. 
Elizabeth  Hospital  in  Covington, 
Ky.  He  served  three  years  in  the 
U.S.  Air  Force,  and  then  practiced 
in  Burnside,  Ky.,  five  years  be- 
fore moving  to  Houston  to  set  up 
practice  in  1954.  While  in  Ken- 
tucky, he  was  a surgeon  with  the 
Southern  Railway  and  a member 
of  the  Pulaski  County  Board  of 
Health. 

Before  moving  to  Texas,  he  had 
been  president  of  the  Pulaski 
County  (Ky.)  Medical  Society,  a 
member  of  the  Kentucky  State 
Medical  Association,  Kentucky 
Academy  of  General  Practice, 
American  Medical  Association, 
American  Academy  of  General 
Practice,  and  the  American  Ger- 
iatrics Society.  In  Texas,  he  was 
a member  of  the  Texas  Medical 
Association  and  the  Harris  County 
Medical  Society. 

He  was  an  owner  of  Little  York 
Hospital  and  Clinic,  and  worked 
for  expansion  and  improvement  of 
facilities  and  services  there. 

Dr.  Salyer  was  a member  of 
Our  Saviour  Lutheran  Church  of 
Houston. 

He  married  Bobbie  Dyche  in 
1946.  She  survives  as  do  two 
daughters,  Patricia  and  Pamela 
Salyer,  and  a son,  Glenn  W.  Sal- 
yer, all  of  Houston;  his  mother, 
Mrs.  Edith  Salyer  of  Cassville, 
Mo.;  and  his  brother,  John  Salyer 
of  McAllen. 


DR.  H.  R.  ROBINSON 


Dr.  H.  Reid  Robinson,  emeritus 
professor  of  obstetrics  and  gyne- 
cology at  the  University  of  Texas 
Medical  Branch,  died  at  his  home 
in  Galveston  on  Jan.  28,  1966. 
He  was  79. 

He  had  been  associated  with  the 
Medical  Branch,  first  in  1905  as 
a student  in  the  College  of  Phar- 
macy, now  at  the  University  of 
Texas,  Austin,  and  on  the  faculty 
of  the  department  of  obstetrics- 
gynecology  since  1917. 

Born  at  Eureka  in  Navarro 
County  on  Dec.  23,  1886,  Dr.  Rob- 
inson’s name  had  been  in  every 
catalog  of  the  Medical-Pharmacy 
School  since  1905. 

Dr.  Robinson  was  graduated 
from  Corsicana  High  School  in 
1904,  University  of  Texas  School 
of  Pharmacy  in  1907,  and  earned 


DR,  ROBINSON 

his  medical  degree  from  Univer- 
sity of  Texas  Medical  Branch  in 
1917.  He  served  an  internship  at 
John  Sealy  Hospital  and  went  on 
to  pursue  further  graduate  studies 
at  the  New  York  Post-Graduate 
Medical  School  and  Woman’s  Hos- 
pital, both  in  New  York,  and  the 
Mayo  Clinic.  He  was  on  the  staff 
of  St.  Mary’s  Infirmary  and  John 
Sealy  Hospital  in  Galveston. 

A past  president  of  Galveston 
County  Medical  Society,  he  was  an 
honorary  member  of  Texas  Med- 
ical Association.  He  held  member- 
ships in  American  Medical  Asso- 
ciation and  Southern  Medical  As- 
sociation. Dr.  Robinson  was  a dip- 
lomate  of  the  American  Board  of 
Obstetrics  and  Gynecology,  a fel- 
low of  the  American  College  of 
Surgeons,  and  a charter  member 
of  the  Texas  Association  of  Ob- 
stetricians and  Gynecologists. 

During  World  War  I,  Dr.  Rob- 
inson served  as  a major  in  the 
U.  S.  Army. 

In  1913,  he  was  married  to  the 
former  Aimee  Flood,  who  died  in 
1964. 

Survivors  include  a daughter, 
Mrs.  Edwina  R.  Banta  of  Kerr- 
ville;  a brother  E.  E.  Robinson;  a 
sister,  Mrs.  Mary  Harrison,  both 
of  Dallas;  eight  grandchildren; 
and  four  great-grandchildren. 


DR.  R.  B.  CARRUTH 

Dr.  Robert  Bruce  Carruth,  33, 
a resident  in  radiology  at  the  Uni- 


DR.  CARRUTH 

versity  of  Texas  Medical  Branch, 
died  at  his  home  in  Galveston  on 
Jan.  21,  1966. 

He  was  born  in  Amarillo  on 
Oct.  20,  1932.  His  preliminary  edu- 
cation was  obtained  in  Waco  and 
Bonham,  Tex.,  schools.  He  attend- 
ed Rice  Institute,  now  Rice  Uni- 
versity, in  Houston,  and  received 
his  bachelor  of  arts  degree  from 
the  University  of  Texas  in  Austin 
in  1954.  After  receiving  his  med- 
ical degree  from  the  University  of 
Texas  Medical  Branch  in  Galves- 
ton, he  interned  at  John  Sealy 
Hospital. 

From  1954  to  1956  Dr.  Carruth 
served  in  the  U.  S.  Naval  Re- 
serve as  a lieutenant.  He  was  sta- 
tioned in  Japan,  Korea,  and  the 
North  Atlantic. 

A member  of  Texas  Medical 
Association  through  Galveston 
County  Medical  Society,  Dr.  Car- 
ruth also  belonged  to  American 
Medical  Association.  He  was  a 
member  of  Alpha  Kappa  Kappa 
medical  fraternity.  Alpha  Omega 
Alpha  honorary  medical  frater- 
nity, Beta  Theta  Pi  social  frater- 
nity, and  Osteon.  He  was  a mem- 
ber of  Grace  Episcopal  Church. 

His  hobbies  were  sailing,  swim- 
ming, and  hunting. 

Survivors  include  his  wife,  the 
former  Elise  Goodwin,  whom  he 
married  in  1961;  a son  Thomas 
G.  Carruth  of  Galveston;  his  par- 
ents, Mr.  and  Mrs.  Irby  Carruth 
of  Austin;  and  a brother  Capt. 
S.  B.  Carruth,  in  the  Judge  Ad- 
vocate’s Department,  Wright-Pat- 
terson  Air  Force  Base,  Dayton, 
Ohio. 
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DR.  C.  H.  BALLEW 

Cisco  physician,  Dr.  Charles  H. 
Ballew,  38,  lost  his  life  in  an  air- 
plane crash  11  miles  northwest 
of  Fredericksburg  on  Dec.  29, 
1965.  An  enthusiastic  sportsman, 
he  was  on  his  way  to  the  hill 
country  for  a deer  hunt. 

He  was  born  Oct.  1,  1927,  in 
Rising  Star,  Tex.  His  parents 
were  Charles  D.  and  Ruby  I. 
Shults  Ballew.  He  attended  schools 
in  Pioneer,  Tex.,  and  Rising  Star. 
He  earned  a bachelor  of  arts  de- 
gree from  Texas  Technological 
College  in  Lubbock,  and  a medical 
degree  from  the  University  of 
Texas  Southwestern  Medical 
School  in  Dallas. 

Dr.  Ballew  served  in  the  U.  S. 
Army  during  World  War  II  as 
a sergeant.  After  completing  his 
education,  he  reentered  the  Army 
as  a first  lieutenant  and  served 
his  internship  at  William  Beau- 
mont General  Hospital  at  Fort 
Bliss  in  El  Paso. 

In  Birmingham,  Ala.,  Dr.  Bal- 
lew and  the  former  Mary  Anne 
Ware  were  married  on  Aug.  7, 
1948.  They  moved  to  Cisco  in  1954, 
where  he  had  practiced  ever  since. 

He  was  a member  of  Eastland- 
Callahan  -Stephens  -Shackelford- 
Throckmorton  Counties  Medical 
Society,  Texas  Medical  Associa- 
tion, and  American  Medical  Asso- 
ciation. He  also  belonged  to  Phi 
Rho  Sigma  medical  fraternity.  Dr. 
Ballew  was  a member  of  the  First 
Christian  Church  of  Cisco. 

Surviving  are  his  wife;  two 
sons,  Timothy  and  Christopher; 
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two  daughters,  Deborah  and  Me- 
linda Lou,  all  of  Cisco;  his  par- 
ents, Mr.  and  Mrs.  Charles  D. 
Ballew,  Rising  Star;  and  one  sis- 
ter, Mrs.  Victor  Childers,  Cisco. 


DR.  C.  J.  BOEHS 

Eighty-year-old  San  Antonio 
otolaryngologist.  Dr.  Charles  John 
Boehs,  died  Feb.  24,  1966,  in  San 
Antonio,  of  cerebral  hemorrhage 
and  arteriosclerosis.  He  had  prac- 
ticed in  San  Antonio  since  1920. 

Dr.  Boehs  was  born  on  March 
27,  1885,  in  London,  England,  the 
son  of  Ludwig  and  Elizabeth 
Roehm  Boehs.  He  attended  schools 
in  Washington,  D.  C.,  and  Haw- 
thorne, N.  Y.,  and  received  his 
bachelor  of  science  from  Concord- 
ia Senior  College  in  Fort  Wayne, 
Ind.,  in  1904.  He  was  graduated 
from  Georgetown  University 
School  of  Medicine  in  Washington, 
D.  C.,  in  1909.  He  served  both 
internship  and  residency  at  East- 
ern Dispensary  and  Casualty  Hos- 
pital in  Washington,  D.  C.,  and  did 
postgraduate  work  at  South  Balti- 
more E.  N.  T.  Hospital,  in  Balti- 
more, Md. 

From  1911-1920,  he  served  in 
the  U.  S.  Army  Medical  Corps,  in 
Plattsburgh,  N.  Y.,  Texas  City, 
Tex.;  Philippine  Islands;  and 
Fort  Sam  Houston,  Tex.  He  at- 
tained the  rank  of  major. 

A diplomate  of  the  American 
Board  of  Otolaryngology,  he  was 
a member  of  Bexar  County  Med- 
ical Society,  Texas  Medical  Asso- 
ciation, American  Medical  Asso- 
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elation.  Southern  Medical  Asso- 
ciation, and  Texas  Society  of  Oph- 
thalmology and  Otolaryngology. 
He  was  a fellow  of  the  American 
Academy  of  Ophthalmology  and 
Otolaryngology,  and  a Mason.  He 
belonged  to  Grace  Lutheran 
Church  in  San  Antonio. 

He  is  survived  by  his  wife,  the 
former  Amy  Wheeler  Bell,  whom 
he  married  Feb.  5,  1919,  in  San 
Antonio;  and  a brother,  Rudolph 
Boehs,  Bethesda,  Md.  A son.  Dr. 
Wheeler  Bell  Boehs,  preceded  him 
in  death. 


DR.  R.  B.  McBRIDE 

Dallas  internist.  Dr.  Robert  B. 
McBride,  died  there  Jan.  19,  1966. 
The  77-year-old  physician  was  bom 
Jan.  23,  1888,  in  Lebanon,  Tex. 

The  son  of  Dr.  Milton  C.  and  Ma- 
rietta Bass  McBride,  he  attended 
schools  in  Denton,  Tex.  After 
spending  one  year  at  John  B.  Den- 
ton College  in  Denton,  he  attended 
the  University  of  Texas  in  Austin. 
He  was  graduated  from  the  Univer- 
sity of  Texas  Medical  Branch  in 
Galveston  in  1912.  Internship  was 
seiwed  at  John  Sealy  Hospital  in 
Galveston;  he  then  began  practice 
in  Dallas.  In  1915  he  served  a 
residency  at  Massachusetts  Gen- 
eral Hospital  in  Boston.  After 
completion  of  the  residency,  he  re- 
turned to  Dallas  and  practiced 
there  until  his  retirement  in  1964. 

Dr.  McBride  served  as  a major  in 
the  U.S.  Army  Medical  Corps  in 
France  from  1917  to  1919. 
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He  helped  organize  the  Dallas 
Diabetes  Association,  Dallas  Tuber- 
culosis Association,  and  the  Dal- 
las Heart  Association.  He  served 
as  the  first  president  of  the  Dallas 
Tuberculosis  Association,  and  also 
sei’ved  as  president  of  the  Dallas 
Heart  Association.  He  was  a char- 
ter member  and  a past  president  of 
the  Texas  Club  of  Internists,  and  a 
past  president  of  the  Dallas  Aca- 
demy of  Internal  Medicine.  A di- 
plomate  of  the  American  Board  of 
Internal  Medicine,  he  was  a mem- 
ber of  Dallas  County  Medical  So- 
ciety, Texas  Medical  Association, 
American  Medical  Association,  and 
American  Society  of  Intemal  Medi- 
cine. He  belonged  to  both  the  Texas 
and  American  Heart  Associations, 
and  was  a fellow  of  the  American 
College  of  Physicians. 

Dr.  McBride  had  been  a professor 
of  therapeutics  and  an  associate 
professor  of  medicine  at  Baylor 
University  College  of  Medicine, 
then  located  in  Dallas,  from  1915 
until  1937. 

He  was  a member  of  the  First 
Baptist  Church  of  Dallas,  Brook 
Hollow  Golf  Club,  and  Idlewild 
Club.  A Mason,  he  was  a member 
of  Hella  Temple  Shrine  in  Dallas. 

On  Oct.  16,  1912,  Dr.  McBride 
married  Grace  Shaw  in  Galveston. 
She  survives  as  do  two  daughters. 
Miss  Annetta  McBride;  and  Mrs. 
Jerry  B.  Frey,  Jr.,  both  of  Dallas; 
one  brother.  Dr.  D.  C.  McBride  of 
Dallas;  and  one  sister,  Mrs.  W.  A. 
Quisenberry  of  Menard;  and  two 
grandchildren. 


DR.  R.  M.  MCCARY 

Dr.  Rogers  M.  McCary  of  Free- 
port died  in  his  home  there  Jan. 
10,  1966.  He  was  52.  He  had  been 
in  ill  health  since  last  August. 

Born  Dec.  28,  1913,  in  Kilgore, 
he  was  a graduate  of  Charles  H. 
Milby  High  School  in  Houston, 
and  he  attended  the  University  of 
Texas  in  Austin  and  Lon  Morris 
College  in  Jacksonville,  Tex.  He 
received  his  medical  degree  from 
the  University  of  Texas  Medical 
Branch  in  Galveston  in  1939,  and 
interned  at  Jefferson  Davis  Hos- 
pital in  Houston. 

Dr.  McCary  had  practiced  in 
Freeport  since  1941,  where  he  was 
a partner  in  the  Freeport  Medical 
and  Surgical  Clinic,  and  on  the 
staff  of  Community  Hospital  in 
Brazosport. 

The  son  of  a longtime  Methodist 
minister,  A.  J.  McCary,  and  Beu- 
lah Parker  McCary,  he  enjoyed 
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gardening,  and  was  a sports  en- 
thusiast. He  had  been  team  phy- 
sician for  the  Brazosport  High 
School  football  team  for  the  past 
15  years. 

A member  of  the  Texas  Medical 
Association  through  Brazoria 
County  Medical  Society,  he  was 
a member  of  the  American  Medi- 
cal Association,  American  Aca- 
demy of  General  Practice,  and  the 
Association  of  American  Phy- 
sicians and  Surgeons.  In  Knights 
Templar,  Dr.  McCary  was  a mem- 
ber of  the  El  Mina  Temple  in  Gal- 
veston. He  belonged  to  Phi  Beta 
Pi  medical  fraternity.  He  was  a 
member  of  the  First  Methodist 
Church  of  Freeport.  He  was  a past 
president  of  the  Brazoria  County 
Medical  Society  and  had  been  on 
the  Board  of  Trustees  of  the  Bra- 
zosport Independent  School  Dis- 
trict. 

Survivors  include  his  wife;  a 
son,  Roger  Glynn  McCary,  a med- 
ical student  at  the  University 
of  Texas  Medical  Branch,  Galves- 
ton; two  daughters,  Lois  Ann  and 
Susan  McCary,  both  of  Freeport; 
and  a brother.  Dr.  A.  O.  McCary, 
of  Freeport. 


DR.  E.  A.  MILAM 

Waco’s  oldest  physician.  Dr.  E. 
A.  Milam,  90,  died  in  a hospital 
there  on  Feb.  3,  1966.  He  was  the 
great-nephew  of  Ben  Milam,  who 
led  the  Texas  army  into  San  An- 
tonio in  1835. 

He  was  born  in  Weatherford  on 
Jan.  15,  1876,  and  grew  up  in 


Glen  Rose.  He  attended  schools  in 
Glen  Rose  and  Southwestern  Uni- 
versity in  Georgetown,  Tex.  His 
father,  Benjamin  Rush  Milam,  en- 
couraged him  to  be  a farmer  and 
merchant,  but  be  was  determined 
to  be  a doctor.  He  received  his 
medical  degree  from  the  Louisville 
Medical  College  in  Louisville,  Ky., 
in  1901.  He  took  postgraduate 
courses  at  New  York  Post-Grad- 
uate Medical  School. 

Dr.  Milam  practiced  in  Wichita 
Falls  and  Glen  Rose  before  mov- 
ing to  Waco  in  1923.  For  about 
20  years  he  was  the  company  doc- 
tor for  William  Cameron  and  Co., 
in  Waco.  He  retired  in  1948. 

On  May  20,  1901,  Dr.  Milam 
married  Nora  Lawson  Cameron  in 
Glen  Rose.  She  preceded  him  in 
death  in  1955. 

An  honorary  member  of  the 
Texas  Medical  Association  since 
1948,  he  was  a member  of  Mc- 
Lennan County  Medical  Society 
and  tbe  American  Medical  Asso- 
ciation. 

He  had  been  a Methodist  all  his 
life.  He  was  a Mason  and  be- 
longed to  tbe  Knights  of  Pythias. 

His  survivors  include  a nephew, 
Jesse  R.  Milam,  Waco;  and  three 
nieces,  Mrs.  Jack  McLane,  Waco, 
Mrs.  Laura  E.  Hill,  Fort  Worth, 
and  Miss  Laura  E.  Milam,  Glen 
Rose. 


DR.  L M.  DAVIS 

Harlingen  physician.  Dr.  Lum 
M.  Davis,  died  in  a hospital  there 
on  Jan.  25,  1966. 

A native  of  Alvarado,  Tex.,  he 
was  the  son  of  Harrison  and  Mary 
Vinson  Davis.  After  attending 
schools  in  Alvarado,  he  went  to 
Southwestern  University  in 
Georgetown,  Tex.,  and  received 
his  medical  degree  from  Southern 
Methodist  University  Medical  De- 
partment in  Dallas.  He  practiced 
in  Robstown  and  Sealy  before 
moving  to  Donna  in  1914.  In  1930 
Dr.  Davis  moved  to  Harlingen 
and  remained  in  practice  there 
until  his  retirement  in  1959. 

An  honorary  member  of  Texas 
Medical  Association,  be  belonged 
to  Cameron-Willacy  Counties  Med- 
ical Society.  He  was  a Mason,  and 
belonged  to  the  Baptist  church. 

From  1917  to  1919,  he  served 
in  the  U.  S.  Army  Medical  Corps. 

His  wife,  the  former  Sarah 
Frances  Weatherby,  survives,  as 
do  two  daughters,  Mrs.  Joanne 
Dent  of  San  Antonio,  and  Mrs. 
Dorothy  Hayes  of  Beaumont. 
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DR.  H.  L.  LOBSTEIN 

Dr.  Henry  Lafayette  Lobstein, 
69,  of  Brownwood,  died  Dec.  18, 
1965,  after  suffering  a heart  at- 
tack during-  a football  game  at 
College  Station. 

Born  in  Coleman  County,  Tex., 
Sept.  12,  1896,  he  -was  the  son 
of  William  and  Julia  Griffith  Lob- 
stein. He  attended  high  school  in 
Santa  Anna,  Ho-ward  Payne  Col- 
lege in  Brownwood,  and  received 
his  medical  degree  in  1920  from 
the  University  of  Texas  Medical 
Branch  in  Galveston.  He  served 
internship  at  De  Paul  Hospital  in 
Norfolk,  Va.,  and  residency  at 
Memorial  Baptist  Hospital  in 
Houston.  Dr.  Lobstein  completed 
postgraduate  courses  at  Cook 
County  Hospital  in  Chicago, 
Barnes  Hospital  in  St.  Louis,  Mo., 
and  University  of  Vienna  in  Vien- 
na, Austria. 

In  1922  Dr.  Lobstein  established 
a general  practice  in  Brownwood. 
Since  1940  he  had  devoted  special 
attention  to  urology.  For  28  years 
he  was  Brown  County  Health  Of- 
ficer. A founder  of  the  Bro-wn- 
wood  Memorial  Hospital  and  first 
Chairman  of  the  Board  of  Direc- 
tors, he  was  serving  as  vice  presi- 
dent of  the  Board  at  the  time  of 
his  death. 

He  was  married  to  Opal  Philen 
of  Goldthwaite  on  Aug.  5,  1931, 
in  Brownwood. 

A fellow  of  the  International 
College  of  Surgeons,  he  was  a 
member  of  the  Brown-Comanche- 
Mills-San  Saba  Counties  Medical 
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Society,  Texas  Medical  Association, 
American  Medical  Association,  and 
American  Urological  Association. 
A member  of  the  First  Methodist 
Church  of  Brownwood,  he  served 
for  many  years  on  the  Board  of 
Stewards.  He  was  a Rotarian,  a 
Shriner,  and  a charter  member 
and  past  president  of  the  Kiwanis 
Club  of  Brownwood. 

Survivors  include  his  wife  of 
Brownwood;  a son,  Henry  Phi- 
len, a senior  medical  student  at 
Baylor  University  College  of  Med- 
icine in  Houston;  one  brother,  W. 
F.  Lobstein,  Bangs;  and  four  sis- 
ters, Mrs.  Mary  Jane  Moore,  Pasa- 
dena, Calif.,  Mrs.  Lela  Mae  Be- 
lot,  San  Antonio,  Mrs.  Lena  Davis, 
Fort  Worth,  and  Mrs.  Ada  Chris- 
tie, Coleman,  Tex. 


DR.  C.  D.  MYERS 

Dr.  Claude  D.  Myers,  72,  died 
Jan.  22,  1966,  in  a Houston  hos- 
pital. A general  practitioner  and 
orthopedic  surgeon,  he  had  retired 
eight  years  ago  because  of  his 
health.  Before  his  retirement,  he 
was  a clinical  instructor  in  ortho- 
pedic surgery  at  Baylor  Univer- 
sity College  of  Medicine  in  Hous- 
ton. 

Born  in  Moscow,  Tex.,  on  Aug. 
11,  1893,  Dr.  Myers  was  the  son 
of  Adolphus  and  Theresa  Myers. 
He  attended  Houston  schools  and 
Vanderbilt  University  in  Nash- 
ville, Tenn.  He  was  graduated 
from  Vanderbilt  University  School 
of  Medicine  in  1917.  He  interned 


at  Jefferson-Hillman  University 
Hospital  in  Birmingham,  Ala.,  and 
served  a residency  at  I.  G.  N. 
Employees’  Hospital,  now  Missouri 
Pacific  Lines  Employees’  Hospi- 
tal, in  Palestine,  Tex.  He  had 
practiced  in  Houston  since  1921. 
His  postgraduate  work  included 
courses  at  the  Mayo  Clinic.  Dr. 
Myers  was  on  the  staff  of  Jeffer- 
son Davis  Hospital,  now  Ben  Taub 
General  Hospital,  for  30  years. 

Dr.  Myers  was  a first  lieutenant 
in  the  U.  S.  Army  Medical  Corps 
during  World  War  I,  serving  in 
Nevers,  France,  and  Fort  Mc- 
Clellan, Ala. 

He  was  elected  to  inactive  mem- 
bership in  the  Texas  Medical  Asso- 
ciation in  1960  through  Harris 
County  Medical  Society.  He  also 
belonged  to  the  American  Medical 
Association  and  the  American 
Academy  of  General  Practice,  and 
attended  the  Postgraduate  Medical 
Assembly  of  South  Texas.  He  was 
a Mason. 

He  married  Julia  Ann  Meece  in 
Houston,  May  25,  1929.  She  sur- 
vives as  do  two  sisters,  Mrs.  Troy 
Barrow  and  Mrs.  Maude  Ebel, 
both  of  Houston. 


DR.  W.  B.  WEST 


Dr.  Walter  B.  West,  65,  died  of 
an  apparent  heart  attack  in  a 
Fort  Worth  hospital  on  Feb.  15, 
1966.  He  had  practiced  in  Fort 
Worth  since  1932. 

A native  of  Hamilton,  he  -was 
born  on  Oct.  27,  1900,  the  son  of 
Mr.  and  Mrs.  P.  M.  West.  He 
attended  schools  in  Hamilton,  and 
North  Texas  State  University, 
then  North  Texas  State  Teachers 
College,  in  Denton.  After  receiv- 
ing his  medical  degree  in  1930 
from  Baylor  University  College  of 
Medicine,  then  in  Dallas,  he  re- 
ceived his  bachelor  of  science  de- 
gree. He  interned  and  served  a 
residency  at  John  Peter  Smith 
Hospital,  then  City-County,  in 
Fort  Worth. 

Before  becoming  a physician. 
Dr.  West  was  a chauffeur,  a car- 
penter, a mathematics  and  typing 
teacher,  and  an  athletics  coach. 
While  he  was  in  school  he  drove 
the  cars  of  two  doctors  in  order 
for  them  to  get  valuable  rest  on 
the  way  to  night  calls.  The  son  of 
a carpenter,  he  was  an  able  car- 
penter’s apprentice  by  the  time 
he  finished  high  school.  He  taught 
mathematics  and  typing  and 
coached  all  the  athletic  teams  in 
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a high  school  in  Kingsville,  Tex., 
before  deciding  to  become  a doc- 
tor. 

A member  of  Tarrant  County 
Medical  Society,  he  won  the  two 

highest  honors  the  society  can 

give  a doctor — he  was  elected 
president  of  the  society,  and  re- 
ceived the  Gold-Headed  Cane,  an 
award  symbolic  of  honored  dis- 
tinction among  members  of  the 

group. 

He  was  a member  of  Texas  Med- 
ical Association,  American  Med- 
ical Association,  Association  of 
American  Physicians  and  Sur- 
geons, and  the  American  Academy 
of  General  Practice.  He  was  a 
fellow  of  the  American  College  of 
Surgeons. 

A commander  in  the  Navy,  Dr. 
West  served  as  a Naval  Flight 
Surgeon  in  charge  of  22  hospitals 
spread  from  the  British  West  In- 
dies to  Paraguay,  throughout  the 
South  Atlantic.  He  received  the 
Bronze  Star  Medal. 

He  was  a director  of  Alcon  Lab- 
oratories, Inc.,  Fort  Worth,  and 
a director  of  Texas  Consumer  Fi- 
nance Corporation,  and  Union 
Bank,  both  of  Fort  Worth. 

Members  of  the  Tarrant  County 
Medical  Society  have  created  a 
permanent  memorial  fund  in  honor 
of  Dr.  West,  called  the  Walter 
B.  West,  M.D.,  Memorial  Fund, 
at  John  Peter  Smith  Hospital  in 
Fort  Worth. 

On  Dec.  30,  1940,  Dr.  West  and 
Madalyn  Reed  of  Faith,  South 
Dakota,  were  married  in  Fort 
Worth.  They  had  two  sons,  Britt 
West,  a student  at  Tulane  Univer- 
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sity,  and  Bill  West,  a senior  at 
R.  L.  Paschal  High  School,  Fort 
Worth. 

His  wife  and  two  sons  survive, 
as  do  a brother.  Dr.  E.  E.  West 
of  Abilene;  and  two  sisters,  Mrs. 
A.  H.  Sills  and  Mrs.  L.  L.  Mc- 
Combs, both  of  Fort  Worth. 

DR.  F.  C.  LUCKETT 

Dr.  Francis  C.  Luckett  died  Nov. 
30,  1965,  in  a Ruling,  Tex.,  hos- 
pital. 

Born  May  13,  1887,  in  Carthage, 
Miss.,  he  was  the  son  of  0.  A. 
and  Margaret  Eads  Luckett.  He 
attended  school  in  Kosciusko,  Miss., 
and  received  his  medical  degree 
from  Tulane  University  School  of 
Medicine  in  1914.  He  served  an 
internship  at  Charity  Hospital  in 
Jackson,  Miss.,  and  residency  at 
Grace  Lutheran  Sanatorium,  in 
San  Antonio.  Dr.  Luckett  prac- 
ticed medicine  in  Fentress,  Tex., 
for  48  years.  In  1942,  he  estab- 
lished a clinic  in  Fentress  to  edu- 
cate expectant  mothers.  It  is  esti- 
mated that  he  delivered  5,000 
babies  during  his  practice. 

He  was  a member  of  the  Texas 
Medical  Association,  the  Masonic 
Lodge,  Kiwanis  Club,  Independent 
Order  of  Odd  Fellows,  and  the 
Elks  Club.  He  was  also  a member 
of  the  Alzafar  Shrine  of  San  An- 
tonio, Pi  Kappa  Alpha  social  fra- 
teimity,  and  was  a past  president 
of  the  Caldwell  County  Medical 
Society.  He  was  a member  of  the 
Methodist  Church  of  Fentress 
where  he  had  served  on  the  Board 
of  Stewards. 


In  1916  he  married  Maude  Ed- 
wards of  Jackson,  Miss.  She  died 
in  1932. 

An  accomplished  pianist  and  or- 
ganist, Dr.  Luckett  played  at 
many  weddings  for  young  couples 
he  had  delivered  many  years  be- 
fore. He  was  also  a football,  bas- 
ketball, rodeo,  and  garden  en- 
thusiast. The  78-year-old  physician 
was  the  grandfather  of  University 
of  Texas  football  player  Jim 
Helms. 

Dr.  Luckett  is  survived  by  two 
daughters.  Miss  Frances  Luckett 
of  Fentress,  and  Mrs.  J.  W.  Helms 
of  Bryan;  two  sisters,  Mrs.  Lilyan 
Kalar  of  Dallas;  and  Mrs.  Martina 
Moore  of  Los  Angeles;  four  grand- 
children and  one  great-grandchild. 


DR.  J.  D.  SCHUTZ 

Dr.  Joe  D.  Schutz,  McAllen, 
died  of  cancer  Dec.  20,  in  a Hous- 
ton hospital.  He  was  53. 

The  son  of  F.  B.  and  Willie 
Dulaney  Schutz,  he  was  born  Aug. 
22,  1912,  in  El  Paso.  He  attended 
schools  in  San  Antonio  and  the 
University  of  Texas  in  Austin. 
In  1938,  Dr.  Schutz  received  his 
medical  degree  from  the  Univer- 
sity of  Texas  Medical  Branch  in 
Galveston.  After  interning  at  the 
University  Hospitals,  Iowa  City, 
Iowa,  he  sei’ved  residency  at  Prov- 
idence Hospital,  Kansas  City, 
Kans.  He  did  postgraduate  work 
at  Brooke  General  Hospital,  Fort 
Sam  Houston,  Tex. 

From  1940  to  1947,  Dr.  Schutz 
was  in  the  U.  S.  Army;  he  at- 
tained the  rank  of  lieutenant 
colonel.  He  researched  medical 
problems  of  military  tactics  in  the 
Arctic.  Later  he  aided  in  the  prep- 
aration of  an  Army  field  manual 
on  the  medical  phase  of  Arctic 
operations. 

He  was  a member  of  Hidalgo- 
Starr  Counties  Medical  Society, 
Texas  Medical  Association,  and  the 
American  Medical  Association.  He 
also  belonged  to  Alpha  Kappa 
Kappa  medical  fraternity  and  the 
Quiet  Birdmen,  an  organization  of 
glider  hobbyists. 

Dr.  Schutz  is  survived  by  his 
wife,  the  former  Jane  Rowland 
whom  he  married  in  Bandera, 
Tex.,  on  Dec.  31,  1936;  three  sons, 
Robert  Schutz  of  Lafayette,  La., 
Richard  Schutz  and  James  Schutz, 
both  of  McAllen ; and  two  brothers, 
Charles  Schutz  of  San  Antonio, 
and  Albert  Schutz  of  Tinker  Air 
Force  Base,  Okla. 
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SoutkweH  Clinic  G4^^oclation 


MAIN  OFFICE 
220  Medical  Arts  Bldg. 

Rl  2-9041  — Area  Code  214 


DALLAS,  TEXAS 


SURGERY  AND  GYNECOLOGY 
Sidney  Galt,  M.  D. 

H.  Earl  Toylor,  M.  D. 

John  W.  Lanius,  M.  D. 

INTERNAL  MEDICINE 
Cullen  L.  Tubb,  M.  D. 

Frank  O.  Seay,  M.  D. 
Charles  M.  Preston,  M.  D. 


NORTH  DALLAS  OFFICE 
5535  Denton  Drive 
ME  1-3880  — Area  Code  214 


ORTHOPEDIC  SURGERY 

Edward  R.  Richordson,  M.  D. 
Arthur  L.  Sarris,  M.  D. 

GENERAL  MEDICINE 
O.  Jay  Waddell,  M.  D. 


Robert  J.  Wright,  ADMINISTRATOR 


UROLOGY 

Arthur  W.  Shannon,  M.  D. 
RADIOLOGY 

Valerie  A.  Sheehan,  M.  D. 

North  Dallas  Office 

MEDICINE  AND  SURGERY 
Fronk  G.  Gorfias,  M.  D. 
GENERAL  MEDICINE 
J.  William  Jorves,  M.  D. 


Turner’s  Clinical  & 
X-Ray  Laboratories 

Medical  Center 
El  Paso,  Texas 

Telephone  532-4689 

☆ 

SURGICAL  PATHOLOGY 
CLINICAL  PATHOLOGY 
RADIOLOGY 

☆ 

GEORGE  TURNER,  M.D. 

DELPHIN  von  BRIESEN,  M.D. 
JEANNE  TURNER  BOWMAN,  M.D. 
HARRY  F.  SPROAT,  M.D. 


^outJiern  Clmic 

Southern  Clinic  Building 


401  East  Fifth  Street 

Surgery 

Louis  P.  Good,  M.D.* 

Walter  C.  Barnes,  Jr.,  M.D.* 
Robert  M.  Bransford,  M.D.* 
Donald  C.  Spencer,  M.D.* 

Internal  Medicine 

Richard  J.  Schneble,  M.D.* 
Nathaniel  L.  Rodgers,  M.D.** 
William  D.  Robinson,  M.D.** 

Urology 

Gerald  H.  Teasley,  M.D.* 

Plastic  Surgery 

Walter  C.  Barnes,  Jr.,  M.D. 

Radiology 

Consultants 

Charles  L.  Leslie,  M.D.* 


Texarkana,  Arkansas-Texai 

Pediatrics 

Betty  Ann  Lowe,  M.D.* 
Joseph  W.  Sears,  M.D.* 
James  C.  Burroughs,  M.D.** 

Orthopedics 

Robert  Paul  Hughes,  M.D.** 

Thoracic  and 

Cardiovascular 

Surgery 

Robert  M.  Bransford,  M.D. 

Pathology 

Consultant 

R.  H.  Chappell,  M.D.* 

Obstetrics  and 
Gynecology 

John  Walter  Jones,  M.D.* 
James  W.  Harrison,  M.D.* 
Thomas  P.  Thompson,  Jr., 
M.D.** 


ADMINISTRATION 


Mrs.  Noncy  A.  Thomas 


*Diplomate  of  The  American  board  of  his  specialty 

**Required  training  for  Certification  by  the  American  Board 
of  his  specialty  has  been  completed. 


San  Angelo  Medical  & Surgical  Clinic 

111  East  Harris  Avenue 
Dial  2-6811 

SAN  ANGELO,  TEXAS 


Pediatrics : 

Dwain  P.  Dodson,  M.D.,  F.A.A.P, 
M.  W.  Everhart.  M.D.,  F.A.A.P. 

General  and  Thoracic  Surgery: 

B.  A.  Joiner,  M.D.,  F.A.C.S. 

General  Surgery: 

C.  A.  Kunath.  M.D.,  F.A.C.S. 

General  Practice: 

Wm.  Lacey  Smith,  M.D. 


Obstetrics  and  Gsmecology : 

Robert  G.  Bridges,  M.D.,  F.A.C.O.G. 

W.  H.  McCaw,  M.D.,  F.A.C.S.,  F.A.C.O 


Urology : 

W.  L.  Porter,  M.D.,  F.A.C.S. 
Robert  B.  SteU,  M.D. 


Adult  and  Pediatric  Cardiology: 
J.  L.  Read.  M.D. 


Internal  Medicine  and  Cardiology: 
Wm.  C.  Mieher,  M.D. 

Internal  Medicine  and  Gastro- 
enterology : 

F.  M.  Spencer,  M.D.,  F.A.-C.P. 

Eye,  Ear,  Nose  and  Throat: 

C.  S.  TTiompson,  M.D.,  F.A.C.S. 

Administrator : 

W.  V.  Smith 
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COMING  MEETINGS 


American  Medical  Association,  Annual 
Meeting,  Chicago,  June  26-30,  1966.  Dr. 
F.  J.  L.  Blasingame,  535  Dearborn,  Chi- 
cago 10,  Exec.  Vice  Pres. 

Texas  Medical  Association,  Dallas,  Annual 
Session,  May  4-7,  1967.  C.  Lincoln 

Williston,  1801  N.  Lamar,  Austin,  Exec. 
Sec. 

APRIL 

American  Academy  of  Pediatrics,  Montreal, 
Canada,  April  25-27,  1966.  Dr.  E.  H. 
Christopherson,  1801  Hinman,  Evanston, 
111.,  Exec.  Dir. 

American  Association  of  Plastic  Surgeons, 
Cleveland,  Ohio,  April  27-30,  1966.  Dr. 
R.  M.  McCormack,  260  Crittenden  Blvd., 
Rochester,  N.  Y.,  Sec. 

American  College  of  Allergists,  Chicago, 
April  25-29,  1966.  Dr.  John  D.  Gillaspie, 
2141  14th  St.,  Boulder,  Colo.,  Treas. 

American  College  of  Physicians,  New  York 
City,  April  18-22,  1966.  Dr.  E.  C.  Rose- 
now,  Jr.,  4200  Pine,  Philadelphia  4,  Exec. 
Dir. 

Southwestern  Surgical  Congress,  Las  Vegas, 
Nev.,  April  18-21,  1966.  Dr.  R.  B.  How- 
ard, 301  Pasteur  Bldg.,  Oklahoma  City  3, 
Okla.,  Sec. 

MAY 

American  Association  for  Thoracic  Surgery, 
Vancouver,  B.  C.,  May  16-18,  1966.  Dr. 
H.  T.  Bahnson,  Presbyterian  University 
Hospital,  Pittsburgh,  Pa.,  Sec. 

American  College  of  Obstetricians  and  Gyne- 
cologists, Chicago,  May  2-5,  1966.  Mr.  D. 
F.  Richardson,  79  W.  Monroe,  Chicago  3, 
Exec.  Sec. 

American  Gastroenterological  Association, 
Chicago,  May  26-28,  1966.  Dr.  David 
Cayer,  2240  Cloverdale  Ave.,  Winston- 
Salem,  N.  C.,  Sec. 

American  Thoracic  Society,  San  Francisco, 
May  23-25,  1966.  F.  W.  Webster,  1790 
Broadway,  New  York  19,  Exec.  Sec. 

Gastrointestinal  Research  Forum,  Chicago, 
May  26,  1966.  Dr.  Frank  Brooks,  Uni- 
versity of  Pennsylvania  Medical  School, 
Philadelphia,  Pa.,  Sec. 

International  College  of  Surgeons,  Houston, 
May  1-5,  1966.  Stanley  E.  Henwood,  1516 
Lake  Shore  Dr.,  Chicago,  Sec. 

National  and  Regional 

American  Academy  of  Allergy,  Phoenix, 
Jan.  28-Feb.  1,‘'  1967.  Mr.  J.  O.  Kelley, 
756  N.  Milwaukee  St.,  Milwaukee  53202, 
Exec.  Sec. 


American  Academy  of  Dermatology,  Inc., 
Bal  Harbour,  Fla.,  Dec.  3-8,  1966,  Dr.  R. 

R.  Kierland,  Mayo  Clinic,  Rochester,  Sec. 

American  Academy  of  General  Practice, 
Boston,  Oct.  7-14,  1966.  Mr.  M.  F.  Cahal, 
Volker  Blvd.  at  Brookside,  Kansas  City 
12,  Exec.  Sec. 

American  Academy  of  Ophthalmology  and 
Otolaryngology,  Chicago,  111.,  Oct.  16-21, 
1966.  Dr.  W.  L.  Benedict,  15  2nd  St,, 

S, W,,  Rochester,  Minn.,  Sec. 

American  Association  of  Obstetricians  and 
Gynecologists,  Hot  Springs,  Va. , Sept. 
8-10,  1966.  Dr.  R.  B.  Wilson,  200  First 
St.  S.  W.,  Rochester,  Minn.  55902, 
Exec.  Sec. 

American  Cancer  Society,  Inc.,  New  York 
City,  Oct.  18-20,  1966.  Mr.  G.  Whittlesey, 
219  E.  42nd  St.,  New  York.  Sec. 

American  College  of  Chest  Physicians, 
Las  Vegas,  Nev.,  Nov.  26-27,  1966.  Mr. 

M.  Komfeld,  112  E.  Chestnut,  Chicago 
60611,  Exec.  Dir. 

American  College  of  Gastroenterology,  Phil- 
adelphia, Oct.  23-26,  1966.  Mr.  D.  Weiss, 
33  W.  60th,  New  York  23,  Exec.  Dir. 

American  College  of  Nutrition,  Dr.  Robert 
A.  Peterman,  3 Craig  Court,  Totowa 
Borough,  N.  J.,  Sec. 

American  College  of  Radiology,  Los  An- 
geles, . February,  1967.  Mr.  W.  C. 
Stronach,  20  N.  Wacker,  Chicago  60606, 
Exec.  Dir. 

American  College  of  Surgeons,  Annual 
meeting, , San  Francisco,  Oct.  10-14,  1966. 
Dr.  Samuel  P.  Harbison,  230  Lothrop 
St.,  Pittsburgh,  Sec. 

American  Congress  of  Physical  Medicine  and 
Rehabilitation,  San  Francisco,  Aug.  28- 
Sept.  2.  1966.  Mr.  Creston  C.  Herold,  30 

N.  Michigan,  Chicago  2,  Exec.  Dir. 

American  Dermatological  Association, 

Dr.  Robert  R.  Kierland,  Mayo  Clinic, 
Rochester,  Minn.,  Sec. 

American  Gynecological  Society,  Hot 
Springs,  Va.,  June  2-4,  1966.  Dr.  C.  J. 
Lund,  260  Crittenden  Blvd.,  Rochester 
20,  N.  Y.,  Sec. 

American  Heart  Association,  New  York 
City.  Oct.  21-25,  1966.  Mr.  Rome  A.  Betts, 
44  E.  23rd,  New  York  10,  Exec.  Dir. 

American  Hospital  Association,  Chicago, 
Aug.  29-Sept.  1,  1966.  Dr.  Edwin  L.  Cros- 
by, 840  North  Lake  Shore  Dr.,  Chicago 
11,  Sec. 


American  Medical  Women’s  Association, 

Rochester,  N.  Y.,  July  7-9,  1966.  Mrs. 
Gertrude  F.  Conroy,  1790  Broadway, 
New  York  City  10019,  Exec.  Dir. 

American  Neurological  Association,  Wash- 
ington, D.  C.,  June  13-15,  1966.  Dr.  M. 
D.  Yahr,  710  W.  168th,  New  York  32,  Sec. 

American  Proctologic  Society,  Cleveland, 
Ohio,  June  20-23,  1966.  Miss  Harriette 
Gibson,  320  W.  Lafayette,  Detroit  48226, 
Adm.  Sec. 

American  Public  Health  Association,  Inc., 

Miami,  Oct.  23-27,  1967.  Dr.  B.  F.  Mat- 
tison,  1790  Broadway,  New  York  10019, 
Exec.  Dir. 

American  Society  of  Anesthesiologists,  Phil- 
adelphia, Oct.  1-5,  1966.  Mr.  J.  W.  Andes, 
615  Busse  Highway,  Park  Ridge,  111.. 
Exec.  Sec. 

American  Society  of  Clinical  Pathologists, 
Washington,  D.C.,  Sept.  16-22,  1966. 

Miss  Eleanor  F.  Larson,  445  Lake  Shore 
Drive,  Chicago  11,  Mgr. 

American  Surgical  Association.  Dr.  Harris 
B.  Shumacker,  Jr.,  1100  W.  Michigan, 
Indianapolis,  Ind.,  Sec. 

Association  of  American  Physicians  and 
Surgeons,  Inc.,  Mr,  H.  E.  Northam,  185 
N.  Wabash,  Chicago  1,  Exec.  Dir. 
Gastrointestinal  Research  Group,  Dr.  George 
A.  Hallenbeck,  Mayo  Clinic,  Rochester, 
Minn.,  Sec. 

International  Medical  Assembly  of  South- 
west Texas,  San  Antonio,  Jan.  23-25, 
1967.  S.  E.  Cockrell,  Jr.,  202  W.  French 
Place,  San  Antonio,  Exec.  Sec. 

Medical  Society  of  United  States  & Mexico, 
Tucson,  Ariz.,  Oct.  6-8,  1966.  Dr.  James 
Nauman,  1603  N.  Tucson  Blvd.,  Tucson. 
Ariz.,  Sec. 

Private  Clinics  and  Hospitals,  Dallas,  Harry 
H.  Miller,  Gulf  Coast  Hospital.  Baytown, 
Sec. 

Radiological  Society  of  North  America,  Chi- 
cago, 111.,  Nov.  27-Dec.  2,  1966.  Mr.  M.  D. 
Frazer,  1744  S.  58th  St.,  Lincoln,  Neb., 
Sec. 

South  Central  Association  of  Blood  Banks, 

Jackson.  Miss.,  March  30-April  1.  1967. 
Miss  Norma  M.  Bender.  3600  Florida 
St.,  Baton  Rouge,  La..  Sec. 

Southern  Medical  Association,  Washington. 
D.  C.,  Nov.  14-17,  1966.  Mrs.  R.  F. 
Butts,  2601  Highland.  Birmingham.  Ala. 
35205,  Exec.  Dir. 

Southwest  Allergy  Forum,  Galveston.  Jan.. 
1967.  Dr.  W.  L.  Marr,  Sealy-Smith  Prof. 
Bldg.,  Galveston.  Pres. 
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Southwestern  Medical  Association,  Wash- 
ington, D.  C.,  Nov.  14-17,  1966.  Robert 
F.  Butts,  2601  Highland  Ave.,  Birming- 
ham, Ala.,  Exec.  Dir. 

Southern  Psychiatric  Association,  Memphis, 
Tenn.,  Oct.,  1966,  Dr.  Mark  A.  Griffin, 
Jr,,  Appalachian  Hall,  Asheville,  N,  C,, 
Sec. 

Southern  Surgical  Association,  Boca  Raton, 
Fla.,  Dec.,  1966.  Dr.  George  Yeager,  314 
Medical  Arts  Bldg.,  Baltimore,  Md, 

South  Texas  District,  American  College  of 
Surgeons,  Dr.  August  Herff,  Jr..  1526  Nix 
Professional  Bldg..  San  Antonio,  Sec. 

Southwestern  Society  of  Nuclear  Medicine, 
Dr.  J.  R.  Maxfield,  Jr.,  2711  Oak  Lawn, 
Dallas,  Sec. 

United  States-Mexico  Border  Public  Health 
Association,  Saltillo,  Coahuila,  Mexico, 
June  6-10,  1966.  Dr.  Jorge  Jimenez- 

Gandica,  601  U.  S.  Court  House.  El 
Paso,  Sec. 


State 

Texas  Academy  of  General  Practice,  Hous- 
ton, Sept.  12-14,  1966.  Mr.  D.  C.  Jackson. 
1905  N.  Lamar,  Austin,  Exec.  Sec. 

Texas  Academy  of  Internal  Medicine,  Gal- 
veston, Dec.  10,  1966.  Dr.  Warren  W. 
Moorman,  901  W.  Leuda.  Fort  Worth, 
Sec. 

Texas  Air-Medics  Association,  Dr.  C.  F. 
Miller,  Box  1338,  Waco,  Sec. 

Texas  Association  for  Mental  Health,  Aus- 
tin, Oct.  27-28,  1966.  R.  W.  Shafer,  Jr., 
4004  N.  l/amar  Blvd. , Austin,  Exec.  Sec. 

Texas  Association  of  Obstetricians  and 

Gynecologists,  Galveston.  March  11,  1967. 
Dr.  James  T.  Downs.  3707  Gaston  Ave- 
nue.  Dallas,  S€c. 

Texas  Association  of  Public  Health  Physi- 
cians, Dr.  Francine  Jensen,  2218  W. 
Main  St.,  Houston  77006,  Sec. 

Texas  Chapter,  American  Academy  of  Pedi- 
atrics, R.  L.  Mathis.  4119  Montrose 
Blvd.,  Houston  77006,  Sec. 

Texas  Chapter,  American  College  of  Chest 

Physicians,  Dr.  Rodger  G.  Smyth,  331 
W.  Nueva  St.,  San  Antonio,  Sec. 

Texas  Dermatological  Society,  Dr.  A.  C. 
Ressmann,  714  Medical  Arts  Bldg.,  San 
Antonio,  Sec. 

Texas  Diabetes  Association,  Dr.  Leonard 
R.  Robbins,  3618  Yoakum.  Houston,  Sec. 

Texas  Division,  American  Cancer  Society, 
Houston,  June  7-8,  1966.  Mr.  C.  W.  Rei- 
mann,  6014  Bull  Creek  Rd.,  Austin 
78731,  Exec.  Sec. 

Texas  Heart  Association,  Houston,  Sept.  16- 
18,  1966.  Mr.  E.  T.  Guy,  2480  Times  Blvd., 
Houston  6,  Exec.  Sec. 

Texas  Hospital  Association,  Dallas,  May  14- 
18,  1966.  O.  Ray  Hurst,  6226  U.  S.  High- 
way 290  E..  Austin.  Exec.  Dir. 


Texas  Industrial  Medical  Association,  Dr. 
James  K.  Stewart,  P.  O.  Box  3311, 
Beaumont,  Sec. 

Texas  Neuropsychiatric  Association,  Dr. 
Jake  Peden,  4645  Samuell  Blvd.,  Dallas, 
Sec. 

Texas  Ophthalmological  Association,  Dr. 
J.  L.  Mims,  Jr.,  730  N.  Main,  San  An- 
tonio, Sec. 

Texas  Orthopaedic  Association,  Dr.  Mar- 
garet Watkins.  3503  Fairmount,  Dallas, 
Sec. 

Texas  Otolaryngological  Association,  Dr. 
Norman  Wright,  1422  Tyler,  Amarillo, 
Sec. 

Texas  Pediatric  Society,  Fort  Worth,  Sept. 
29-Oct.  1,  1966.  Dr.  C.  E.  Gilmore,  811 
Bonham,  Paris,  Sec. 

Texas  Physical  Medicine  and  Rehabilitation 

Society,  Dr.  Charles  Peterson,  1333 
Moursund,  Houston,  Sec. 

Texas  Proctologic  Society,  Dr.  T.  Melton, 
636  Hei-mann  Professional  Bldg.,  Hous- 
ton, Sec. 

Texas  Public  Health  Association,  Corpus 
Christi,  Feb.  20-24,  1966.  J.  N.  Murphy, 
Jr.,  P.  O.  Box  5192,  Austin  31,  Sec. 

Texas  Radiological  Society,  Fort  Worth, 
Jan.  27-28,  1967,  Dr.  H.  C.  Sehested, 
Medical  Arts  Bldg.,  Fort  Worth,  Sec. 

Texas  Rehabilitation  Association,  D.  Pres- 
ton, 3700  Worth.  Dallas  10.  Sec. 

Texas  Rheumatism  Association,  Galveston, 
Dec.  9,  1966.  Dr.  Homer  R.  Goehrs,  509 
West  26th,  Austin  78705,  Sec. 

Texas  Society  of  Anesthesiologists,  Dr. 
Fred  P.  Thomas.  2342  Maroneal,  Hous- 
ton, Sec. 

Texas  Society  of  Ophthalmology  and  Otolar- 
yngology, Dallas,  Dec.  2-3,  1966.  Dr.  Jack 
B.  Lee,  409  Camden  St.,  San  Antonio,  Sec. 

Texas  Society  on  Aging,  Mrs.  Edith  De- 
Busk,  Rio  Grande  Bldg.,  Dallas,  Sec. 

Texas  Society  of  Athletic  Team  Physicians, 

Dr.  Dan  Spivey,  818  Frank  St.,  Lufkin, 
Sec. 

Texas  Society  of  Pathologists,  Inc,,  Dr. 
Jack  L.  Smith,  3155  Stagg  Drive,  Beau- 
mont, Sec. 

Texas  Society  of  Plastic  Surgeons,  Dr. 
John  Gannon,  1433  Hermann  Prof. 
Bldg.,  Houston,  Sec. 

Texas  State  Board  of  Examiners  in  Basic 
Sciences,  Mrs.  Betty  J.  Anderson,  1012 
State  Office  Bldg.,  Austin,  Exec.  Sec. 

Texas  State  Board  of  Medical  Examiners, 
Dr.  M.  H.  Crabb,  1714  Medical  Arts  Bldg., 
Fort  Worth,  Sec. 

Texas  State  Division,  International  College 
of  Surgeons,  Dr.  D.  H.  Smith,  1501-A 
N.  De  Leon,  Victoria,  Sec. 

Texas  Surgical  Society,  Dr.  W.  B.  King, 
Jr..  2320  Columbus  Ave.,  Waco,  Sec. 


Texas  Traumatic  Surgical  Society,  Dr.  J. 
C.  Long,  805  W.  8th,  Plainview,  Sec. 

Texas  Tuberculosis  Association,  Fort 
Worth,  April  6-8,  1967.  Mrs.  Pauline 
K.  Matthis,  2406  Manor  Road,  Austin, 
Exec.  Dir. 

Texas  Urological  Society,  Longview.  Dr. 
Joseph  Rappeport,  621  N.  Fourth,  Long- 
view. 


District 

First  District  Society,  Pecos,  Feb.  4,  1967. 
Dr.  Mario  Palafox,  111  N.  Fullan,  El 
Paso,  Sec. 

Third  District  Society,  Amarillo,  Oct.  29, 
1966.  Dr.  Louis  Devanney,  2209  W.  7th, 
Amarillo,  Sec. 

Seventh  District  Society,  Dr.  R.  Lucas,  602 
W.  13th,  Austin,  Sec. 

Eighth  District  Society,  Dr.  Weldon  G.  Kolb, 
421  S.  Oak,  La  Marque,  Sec. 

Ninth  District  Society.  Dr.  Bobby  Jones, 
218  Main  Street,  Houston,  Sec. 

Tenth  District  Society,  Dr.  I.  M.  Richman, 
3280  Fannin,  Beaumont,  Sec. 

Eleventh  District  Society,  Tyler,  Spring. 
1966.  Dr.  Lucy  Mathis,  107  Redland  Lane, 
Palestine,  Sec. 

Twelfth  District  Society,  Dr.  Walker  Lea, 
Scott  and  White  Clinic,  Temple,  Sec. 

Thirteenth  District  Society,  Fort  Worth, 
Spring.  1966.  Dr.  W.  H.  Neil,  1217  W. 
Cannon.  Fort  Worth,  Sec. 


Clinics 

Dallas  Southern  Clinical  Society  Conference, 

Dallas,  March  13-16,  1967.  C.  F.  Hamil- 
ton, 1616  Medical  Arts  Bldg.,  Dallas, 
Dir. 

Blackford  Memorial  Lectures,  Denison, 
Sept.,  1966,  Dr.  Fred  W.  Shelton,  600  N. 
Highland  Ave.,  Sherman,  Chm. 

Oklahoma  City  Clinical  Conference,  Okla- 
homa City,  Okla.,  Oct.  24-26,  1966.  Miss 
Alma  F.  O’Donnell,  603  Medical  Arts 
Bldg.,  Oklahoma  City  2,  Exec.  Sec. 

New  Orleans  Graduate  Medical  Assembly, 

New  Orleans,  June  9,  1967.  Irma  B. 
Sherwood,  1430  Tulane  Ave.,  New  Or- 
leans 12,  Exec.  Sec. 

Postgraduate  Medical  Assembly  of  South 
Texas,  Houston.  July  18-20,  1966.  Mis. 
W.  H.  Dahme,  209  Jesse  H.  Jones  Library 
Bldg.,  Houston  26,  Exec.  Sec. 

Southwest  Regional  Cancer  Conference, 
Tony  W.  Halbert,  905  6th  Ave.,  Fort 
Worth,  Sec. 
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